INTERNATIONAL 
ABSTRACT OF SURGERY 


MARCH, 1ro15 


COLLECTIVE REVIEW 


THE NEWBORN 


REVIEW OF LITERATURE FROM JANUARY, 1912, TO NOVEMBER 1, 1914! 


By CLIFFORD G. GRULEE, M.D., anp JAMES PATTERSON, M.D., Cuicaco 


I. GENERAL 
(a) Infant Mortality 
(6) Anatomy 
(c) Physiology 
(d) Hygiene and Nutrition 


II. DISEASES AND CONDITIONS PECULIAR TO THE NEWBORN 
(a) Asphyxia 
(6) Icterus 
(c) Skull Injuries 
(d) Ophthalmia Neonatorum 
(e) Hemorrhagic Diseases 
(f) Buhl’s Disease 


III. INFECTIONS 
(a) General Considerations 
(b) Acute 
(c) Chronic 


IV. CONSTITUTIONAL AFFECTIONS 


(a) Heart and Lungs 

(b) Gastro-Intestinal Tract 

(c) Nervous System 

(d) Genito-Urinary System 

(e) Skin 

(f) Thyroid and Miscellaneous 


I. GENERAL 


(@) INFANT MORTALITY 
HALMERS states that one-third of the 
deaths in infants in the first year of life 
occur under one month of age, and that 
one-half of the deaths occurring in the first month 
occur in the first week. In other words, one- 
sixth of all deaths occurring in the first year of 
life occur in the first week of life. He states, 
however, that two-thirds of the babies who die 
in the first week of life, die of causes suggesting 
cell deterioration in the antenatal stage. These 
babies are therefore “born to die,” and this 
much of the infant mortality must be ascribed 
to antenatal influences. 

Koplik in general agrees with Chalmers that 
prenatal influences are largely to blame for this 
high mortality in the early weeks of life. He 
considers the mortality of the first four weeks 


of life from the following standpoints: (1) 
infants born prematurely and congenitally weak 
though free from constitutional disease such as 
syphilis; (2) infants apparently free from dis- 
ease but who fall below a definite standard of 
weight, including all stillbirths occurring without 
accidental birth complications; (3) stillbirths 
which result from accidents in delivery or from 
instrumental interference; (4) infants who are 
born of good weight, viable, and free from con- 
stitutional disease, who die of some acquired 
affection or condition of life into which this class 
of infants is born—that is, their legitimacy or 
illegitimacy is a great factor in the continuance of 
life, and also, whether they are born in poverty 
or are surrounded by all the necessities of life is 
another influence to be fully considered; (5) 
infants who are born prematurely, of good weight, 


1 So far as possible the writers collected all of the literature on this subject for the period here mentioned. Doubtless some publications have 
escaped their notice, and it has been thought wise in certain instances to include in this review writings which appeared a short time revious to 


January, 1912. Following the text will be found a complete list of references, grouped under various head 
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and viable, but are the subjects of constitutional 
disease. 

In premature infants the body temperature is of 
great importance. In the years 1911-1912 in 
the city of New York of 132,776 births, 6,749, or 
55 per cent, were stillbirths. In the first weeks 
of life mortality is not nearly so high among 
breast-fed as among bottle-fed babies. _ Illegiti- 
mate infants suffer from a very much higher 
mortality than do legitimate. In the borough of 
Manhattan in the years rg11—1912, 4.1 per cent 
of all infants died in the first four weeks; this 
represents 33.2 per cent of the total death-rate 
in the first year. Of the 5,279 infants who died, 
fully 60 per cent died as a result of neglect, igno- 
rance, and poverty. The excessive mortality in 
the first few weeks of life is caused by prematurity, 
congenital malformation, and feeble vitality. 
Over four-fifths of the deatn= cf the first week 
are due to these three causes. From 70 to 73 
per cent of the deaths which occur in the first 
four weeks of life occur in the first week. The 
second week shows only 13.5 per cent; the third 
8 per cent and the fourth, 5 to 7 per cent. To 
overcome this excessive death-rate in the first 
week of life it is necessary to consider the ante- 
natal conditions. The mother should be provided 
during pregnancy with rest, good food, and quiet 
surroundings. The deaths of artificially fed 
infants are probably due, not so much to the 
artificial feeding as to the ignorance and indiffer- 
ence of the mother in carrying out the physi- 
cian’s instructions. 

In 1910 in the Department of the Seine, Wal- 
lich reports that there were 4,833 deaths in 49,275 
births, 1,508 deaths occurring in the first month. 
According to his statistics, mortality is greatest 
in the first and third weeks of life. He divides 
the causes of death into three groups: (1) ob- 
stetrical causes; (2) umbilical infections, gastro- 
intestinal infections, prematurity, artificial nurs- 
ing; and (3) social causes, dwelling particularly 
on the question of illegitimacy. 

Most interesting in connection with infant 
mortality in the newborn is the thesis of Kerness. 
His statistics are taken from the Gynecologic 
Clinic at Munich, including the time from 
October 1, 1907, to October 1, 1911. In that time 
there were 10,297 births. Of these, 149, 1.45 
per cent, were abortions; 538, 5.22 per cent, still- 
births; 9,610 were, therefore, born alive. Of this 
number, 248 died; only 6 of these lived beyond the 
eighth day. Of the 242 which died before the 
eighth day, 181 were premature, 75 per cent, and 
61, 25 per cent, full-term. He divides the causes 
into: (1) birth injury, (2) injury to the mother 
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through disease; (3) congenital debility; (4) an- 
omalies and diseases acquired after birth. As to 
the premature infants, of which there were 181 

the causes of death were divided as follows: 

1. Birth injuries, 12 cases, 6.6 per cent. 

2. Parental diseases, 24 cases, 13.3 per cent. 
Of these 24 cases, 4 were in the seventh month, 
2 of which were tainted with congenital syphilis 
and 2 had eclampsia. Seven were in the eighth 
month; of these, 3 had congenital syphilis and 
4 were cases of placenta previa. Of 13 which were 
in the ninth month, 4 were due to congenital 
syphilis, 3 to placenta previa, 3 to tuberculosis, 
2 to nephritis, and 1 to eclampsia. 

In 140 cases, 77.35 per cent, the cause of death 
was due to congenital debility. Of these from the 
fifth to the seventh month — 61 births — 7 died 
immediately, 24 on the first day, 9 on the second, 
4 on the third, 2 on the fifth, and 1 on the sixth. 
Of those in the eighth month — 36 — all except 
4 died on the first day. Of those in the ninth 
month — 43 —all died in 5 to 6 days. In 5 
cases death was due to anomalies or acquired dis- 
ease; anomalies in 2 cases; atelectasis, broncho- 
pneumonia, and convulsions, each one case. 

Of the others, 21, or 34.4 per cent, died as a 
result of birth injury — 4 narrow pelvis, 8 ver- 
sion, and g forceps. Eleven, or 18 per cent, died 
of parental disease: tuberculosis in two cases, 
nephritis 1, eclampsia 4, gonorrhoea 2, and 
congenital syphilis 2. The cause of death in 16 
cases, or 26.2 per cent, was congenital debility. 
In 8 cases, or 13.1 per cent, anomalies and 
acquired diseases accounted for death; in 3 cases 
anomalies; in 5 cases acquired disease; convulsions 
3; bronchopneumonia 1; melana neonatorum 1. 
The cause of death in 5 cases, or 8.2 per cent, was 
unknown. According to Kerness, of full-term 
_ only 1 per cent died in the first 8 days of 
ife. 

(b) ANATOMY 

In describing the oral cavity of the newborn 
Gundobin states that the hard palate is flat; 
occasionally on the posterior portions of the 
raphe, Osseus processes are seen. These start as 
epithelial accumulations. The soft palate has a 
more horizontal direction than in the adult. 
The pharynx is almost in line with the hard 
palate. The cavity is dry, and in the first few 
days of life there is a desquamation of the epi- 
thelium. 

In regard to the presence of éeeth at birth, 
Balard and Commes state that in the Maternity 
of Paris from 1858-1868, of 17,578 newborn only 
3 had teeth, and of 10,000 in the obstetrical clinic 
at Bordeaux only 2 cases have appeared. Cases 
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usually appear in large infants and have been 
regarded simply as premature eruption of the 
teeth. The condition seems to be especially 
frequent among the South American Indians. 
It is to be noted that many cases are accom- 
panied by gingivitis; this is possibly an inflam- 
mation of the dental follicle but no definite evi- 
dence has been presented by examination of the 
follicle. Some writers regard the condition as 
teratologic. 

They report 3 cases, 2 of which were exactly 
similar. At birth no teeth were found. The 
next day when the children were put to the breast 
a lower incisor tooth was discovered; on the third 
day the corresponding lower incisor pierced the 
gum. In each case the teeth were extracted be- 
cause of the pain to the mother during the nursing 
period. Apparently the extraction caused little 
or no pain but was accompanied by a drop of 
blood. The cavity left was obliterated in two 
to three days. Each tooth had a slender soft 
root. No other malformation was noted and the 
children left the clinic on the fifteenth day and 
were lost track of. 

The third case was that of an infant which had 
a cyst of the right iris. At birth it had two in- 
ferior median incisors; these fell out spontaneous- 
ly three weeks after birth. There was no hem- 
orrhage and no inflammatory swelling of the 
gums. At 6 months another median inferior in- 
cisor erupted but lasted only a short time and 
the second incisor did not appear. 

On examination the teeth were found to be well 
formed but the pulp was in a connective tissue 
rich in cells; especially lymphocytes and leu- 
cocytes with many bacteria abounded at different 
points. Balard and Commes conclude that they 
had to do with teratomata undergoing degenera- 
tion and inflammation of bacterial origin, and 
believe that these teeth are true teratomata in 
all instances. 

Herpin reports a case where a tooth was present 
at birth. The tooth was mobile and had an em- 
bryonal dental bulb. In parts the enamel cap 
was well formed but in other places it was irregu- 
lar and contained lacunz. In this case there was 
no connective-tissue formation about the bulb, 
thus eliminating the idea of a buccal inflamma- 
tion as the causal factor. Herpin states that this 
was evidently an ectopia of the dental gum; pos- 
sibly the presence of teeth in the newborn repre- 
sents an atavistic tendency. 

Debeque has collected 20 cases from the 
literature. He divided these into two classes: 
(1) those which are true milk teeth prematurely 
erupted; (2) those which present anomalies of 
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form, color, and consistency and fall out in a few 
days or weeks. These in no way play the réle of 
the temporary teeth. 

Wilson, in speaking of fonsils in childhood, 
states that the palatine tonsils are present in all 
mammals excepting the rat and the guinea pig 
and they always communicate with the pharynx. 
They develop from the endothelium of the second 
branchial pouch and around these ingrowths the 
lymphoid tissue of mesothelial origin forms giving 
us the normal lymphoid picture of the organ. 
The tonsils begin to develop about the fourth 
month of embryonal life and reach maturity at 
the end of the first year of infancy. 

In speaking of the morphology of the blood 
Gundobin gives the following table of 8 newborn: 


| | Over- 
, Young Mature 
fe. | Cells Cells | 
Time of Taking Blood | 
‘Per | Absol. Per |Absol. Per 
cent cent cent 
From umbilicus... .... . | 18 7 920 | 44 |1,620 9 | 8,460 47 
Immediately after birth.) 18,000) 4,140 | 23 | 2,340 13 |11,520 64 
hrs. post-partum.... . 22,000) 4,180 19 | 2,420 If | 15,400 70 
24 hrs. post-partum..... 23,000/ 5,060 | 22 | 2,300 10 15,640 68 
48 hrs. post-partum..... ‘| 19,000} 3,990 | 1,900 10 |/13,110 69 
5 days post-partum....| 8,500] 2,720 32 680 8 | 5,100 60 
7 days post-partum....) | 11,000 | $3509 | 50 | 1,320 12 | 4,180 38 


It is seen that at birth and immediately there- 

after the white cells are twice as numerous as 
during the remainder of infancy, but the fifth 
day the number is reduced below the normal 
but returns again by the seventh to the tenth 
day. 
As to the red blood-cells he states: (1) The size 
varies between 3.25 and 10.25 microns in diam- 
eter. (2) They take up moisture more quickly 
than those of the adult and react differently to 
reagents. (3) Haemoglobin is not in so permanent 
a combination. (4) The cells contain more 
stroma. (5) Nucleated red blood-cells are often 
seen. (6) Microcytes are more frequent in the 
newborn than later in infancy. (7) There is 
very marked variation in the total number of 
red blood-cells during the 24 hours. According 
to various authors the total number of cells 
varies from 4,500,000 to 8,300,000. On the 
fifth to the seventh day the total number of red 
blood-cells is very unlike in different cases but 
tends to decrease 500,000 to 800,000. 

Asphyxia as well as late tying of the cord 
increases the number of red blood-cells but not 
to a marked degree. He gives the following table 
in regard to the hemoglobin content of the blood 
of the newborn: 
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The chemical characteristics of the blood of 
the newborn are as follows: (1) The specific 
gravity at the time of birth is 1.0161, of the 
plasma 1.0285. (2) The hemoglobin content is 
14.27 per cent and is greater than in the pregnant 
woman. (3) The iron amounts to 0.0512 per cent 
and is greater than in the pregnant woman. 
(4) The dry residue for 100 gms. of blood is 23.864, 
and of plasma 8.7388; the dry residue for too gms. 
of red blood-cells is 37.3038. (5) At the time of 
birth the blood is rich in stroma; too gms. of 
red blood-cells equals 10.42 gms. stroma. (6) 
The content of insoluble salts is twice as large 
as in the adult, 0.3651 per cent, while the plasma 
contains only 0.1524 per cent or about the same 
as in the adult. (7) The average content in 
bases (sodium and potassium) is smaller, and of 
chlorine greater than in the adult. (8) The 
blood is richer in sodium and poorer in potassium 
than in the adult. (9) The sum of the sodium 
and potassium is smaller than in the adult. 

In summing up the characteristics of the blood 
of the newborn he draws these conclusions: 

1. The morphologic changes occurring in the 
blood of the newborn in the first day of life cannot 
be explained by the usual physiological con- 
ditions. 

2. The weight variations of the newborn and 
the qualitative and quantitative changes of the 
four elements of their blood stand in relation, in 
so far as they are produced by the same general 
causes. 

3. The probable cause for the variations of 
the blood of the newborn from the blood of the 
infant —in its morphological properties as well 
as its chemical composition — lies in the variation 
of the nitrogen metabolism of the newborn from 
the normal. 

4. The organism of the newborn is found in a 
pathological condition and is therefore not able 
to offer resistance to the various disease-pro- 
ducing factors. 

5. In the normally developed child the exam- 
ination of the morphology of the blood gives far 
more certain evidence for the determination of 
the term “newborn” than any of the definitions 
proposed up to the present time for the deter- 
mination of the duration of this period of life. 

Vogt by injecting the arteries of a stillborn 
infant with Hauch’s mixture — red lead 120, 
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liquid paraffin 120, oil of turpentine 40 — was 
able to secure accurate X-ray pictures of the 
arteries even down to the smallest capillaries. 

Miura states that the apex of the heart after 
birth is found in the third intercostal space in 
or just outside the left mammary line. The whole 
heart is almost covered by the lungs. After 
birth it is much larger, due to the greater demand 
upon it, and the first heart-tone is strengthened. 
He finds that the heart muscle is well supplied 
with fat and glycogen. 

After examination of the lungs of the human 
foetus and those of guinea pigs and rabbits, Ridella 
is convinced that the flattening of the alveolar 
epithelium of the Jungs is not alone due to the 
breathing of air but to similar intra-uterine 
movements in a medium other than air. 

Addison and How also state that the prenatal 
lung has a fluid similar to the amniotic fluid in 
the respiratory passages. This is drawn into the 
alveoli on inspiration. Microscopic sections 
show a fine granular precipitate from this fluid 
in the air-spaces and some mononuclear cells. 
The lung that has breathed still shows the pre- 
cipitate from the fluid and a few cells. The pre- 
natal lung shows cuboidal cells with round nuclei 
lining the alveoli. These are stretched after 
breathing, becoming very thin and flat. The 
mesenchyme becomes denser and the blood- 
vessels more prominent after birth. Measure- 
ments on cross-ruled paper show lung tissue 
measuring 70 to 80 per cent of the foetal lung; 
40 to 60 per cent of the lung that breathed two 
hours; and 20 to 30 per cent of the two-day-old 
lung. Expansion of the lung is not quite uniform. 
Premature birth and the inhaling of amniotic 
fluid militate against normal dilatation of the 
air-spaces. 

In regard to the anatomy of the pancreas, 
Gundobin says that the connective tissue is 
markedly developed, the blood supply is very 
rich, and all vessels are distended. The single 
lobes are smaller. The weight of the pancreas 
in two newborn was 3.13 gms. and 3.59 gms. 
He quotes Hartje: of 8 newborn where the weight 
averaged 2.63 gms., the length was 5.8 cm., 
breadth 1.6 to 0.9 cm., and thickness 0.67 to 
0.38 cm. 

Wilms counted the number of islands of 
Langerhans in 4 newborn. The count was made 
of 30 fields, each measuring 3.5 sq. mm. ‘The 
head and tail of the pancreas was counted. Two 
cases one day old showed an average per field of 
51.4 and 32.4 respectively, case 4 days old, 32.1, 
and case 12 days old, 33. The number of islands 
rapidly decreases up to the end of the first year. 
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As to the /iver in the newborn Gundobin gives 
the following report: Number of boys 8, average 
body weight 3,164 gms., weight of liver 148.8 
gms.; number of girls 15, average body weight 
3,109 gms., weight of liver 166.1 gms. 

As to the anatomy of the kidney the same 
writer states that the convoluted tubules are 
relatively but slightly developed and that the 
peripheral layer is lacking. The malpighian 
bodies are 72 to 160 microns in diameter. Some 
of them lie directly beneath the capsule. The 
vascular knot is divided into 3 to 5 parts and is 
lined with cubical, not squamous, epithelium. 
He gives the following dimensions for the kid- 
neys: two cases of newborn, body weight 3,000 
gms.; kidney weight 11 to 12 gms.; length 4.2 
cm.; breadth 2.2 cm.; and thickness 1.8 cm. 

In 700 autopsies in which 39 per cent of the 
children were born alive, 26 per cent showed 
uric acid infarct. In another set, 42 per cent 
showed uric acid infarcts. 

Miura has found large deposits of glycogen in 
the cells of the convoluted tubules of the kidney. 

Gundobin in speaking of the special charac- 
teristics of the eye of the newborn gives the fol- 
lowing differences from the eye of the adult: 
(1) The sclera bulges in the posterior outer quad- 
rant. (2) The position of the fovea centralis 
deviates strongly outside the posterior pole of 
the eye and does not lie on a plane with the papilla 
of the seventh nerve. (3) The greater thickness 
of the cornea. (4) The extremely shallow ante- 
rior chamber. (5) The nearly conical form of the 
lens. 

He gives the following table for the weight of 
the brain and its various portions: 


Boys Girls 

Weight of total brain............. 380 354.5 


Medulla and pons................ 


As to the topography of the umbilicus in the 
newborn Kakuschin gives the following statistics 
in regard to the proportion of the infra-umbilical 
length to the total length: 

Weight 890 to 2,000 gms. — 130 cases — 46.7 
per cent; weight 2,000 to 3,000 gms. — 597 
cases — 47 per cent; 3,000 to 5,200 gms. — 1,792 
cases — 47.3 per cent; general average, 46.9 per 
cent. It is interesting to note that in the breech 
cases in infants weighing over 2,000 gms. the 
infra-umbilical length was 0.5 to 0.7 per cent 
greater than in head presentations, 
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In examination of the axillary sweat-glands of 
18 full-term or nearly full-term babies born of 
albuminuric or eclamptic mothers, Fossati found 
degeneration of the parenchyma which ranged 
from cloudy swelling to necrosis. The conditions 
of the mothers were as follows: 6 cases of nephri- 
tis of pregnancy, 10 of eclampsia, and 2 of chronic 
nephritis. 

In testing the porosity of the bone Téppich 
uses two methods: one by maceration, and the 
other by estimating weight and volume. He 
estimated the substance volume by dividing the 
absolute weight by the specific gravity. The 
porosity volume equals the bone volume -— the 
substance volume — and the porosity is equal to 
one hundred times the porosity volume divided 


by the bone volume. His results are shown 
below: 
Humerus Scapula Pelvic Femur Tibia 
Bones 
62.41 57.84 65.16 64.63 62.80 
Man 25 years old......... 58.61 42.090 53.3% 50.00 56.89 
Man 82 years old......... 66.82 58.63 77.04 70.99 73.70 


The skeleton of the newborn is therefore more 
porous than that of the adult. He estimated in 
this way that the red bone-marrow which fills 
the porous portion of the bone is 67.37 per cent 
of the volume in the newborn. The weight of the 
spleen in 3 infants averaged 6.4 gms., and the 
volume 6.023 ccm. The volume of the bone- 
marrow is, therefore, 11.3 times that of the 
spleen. The bone-marrow is richest in the skull 
and next in the pelvis and lower extremities. 

Stratz gives the following diameters of the 
skull of the newborn: Anteroposterior 11.75 cm., 
lateral 9.25 cm., chin to occiput 13.5 cm. The 
face grows more than the vertex in the adult 
while the anteroposterior diameter grows 5 cm. 
and the lateral 6.25 cm., that from chin to occiput 
grows 9 cm. 

In giving characteristics of the skull of the 
newborn Gundobin states that the skull cap is to 
the facial portion as 8 to 1 — in the adult as 2 to 
1. All bones of the base are connected by rather 
broad sychondroses. The foramen magnum lies 
behind the middle point of the base as it does in 
the adult. The sutures at the vertex are joined 
by slight fibrous membrane. For the size of the 
large fontanelle he quotes the statistics of Niki- 
foroff: For boys, average diameter, 4.2342 cm.; 
maximum 5.9340 cm.; minimum 3.1605 cm. 
For girls, average diameter 3.9685 cm.; maximum 
5.9945 cm.; minimum 2.7735 cm. 

Freligh takes up the temporal bone and its 
anomalies in 150 cases of the newborn. The 
bone is one-fourth the size of the adult bone. The 
squamous portion shows no external markings. 
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The zygomatic process is parallel with the most 
convex part of the pars squamosa. There is 
no articular eminence. The glenoid fossa is a 
shallow depression and the gasserian fissure is 
entirely behind it. The mastoid portion has no 
mastoid foramen. There is no mastoid process; 
the digastric fossa and occipital groove are lack- 
ing. It does not lodge the lateral sinuses. 
Mastoid cells are found in 30 per cent of the cases. 
The antrum is directly above the tympanum, and 
is 10.8 mm. long, 6.2 mm. wide, and 7.3 mm. deep. 
The pars petrosa is more downward and forward 
and less inward than in the adult. The bony 
external auditory meatus is absent. One-third 
of the superior semicircular canals are visible. 
The roof of the antrum is very thin. The 
tympanum is about the same as in the adult. 
The facial nerve is much more exposed and the 
point of exit varies greatly. 

Beattie calls attention to many of the points 
brought out in this paper, especially in regard to 
the mastoid operation, and states that the mas- 
toid operation should be modified in infants ac- 
cordingly. 

Zeltner states that the shape of the ¢horax in 
infants conforms to that of the lungs. Often the 
lungs bear distinct impressions of the ribs. The 
measurements for the chest at birth are: 

Upper thorax diameter................... 32.9 cm. 

Lower thorax diameter... 33.8 cm. 

Gundobin states that the thorax in the new- 
born has four forms: The first that of a four- 
cornered truncated pyramid with anteroposterior 
and lateral diameters the same. Second, same 
as the first with a convexity forward. The antero- 
posterior diameter is 0.5 to 1 cm. longer than the 
lateral. In the third, the sternum is somewhat 
depressed and the side walls convex. The fourth 
is broadened between the axilla, and the diam- 
eters are the same. 

The chest possesses three peculiarities: (1) 
the equality of the diameters; (2) its cone-shape 
being cylindrical in only 15 of 380 cases; and 
(3) the horizontal direction of the ribs. 

Meyer makes the following statement about 
the bony pelvis. The pelvis has three pairs of 
ossification centers. The first pair appears in 
the ilium where the body and the wing join. The 
second is in the ischium at the junction of the 
body with the ramus superior. The third pair 
is in the pubis. Microscopical examination 
showed the calcium deposited not only in the 
endo- and perichondral centers but also in the 
connective tissue, ligaments, and muscles about 
those centers. 
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Gundobin states that the pelvis of the newborn 
is less developed than the other parts of the body. 
This is especially true of the small pelvis. The 
sacrum is only very slightly curved forward. 
The plates of the iliac bones are straighter and 
smaller. The pubic bones form an acute angle. 
There is some dispute as to whether there is a 
difference of sex at this period. 

In regard to the points of ossification about 
the knee-joint, Pozier states that they are usually 
present both in the tibia and femur, but if only 
one is present it is always in the epiphysis of the 
femur. In conclusion, he states that (1) every 
infant having two points of ossification, femoral 
and tibial, weighing 2,700 gms. or more, and 
47 cm. or more long, is full-term. (2) Every 
infant having two points of ossification, femoral 
and tibial, weight 2,600 gms. at least, and measur- 
ing 44 cm. or more in length, as well as those 
having one point of ossification, the femoral, and 
weighing 2,800 gms. and measuring 44 cm. in 
length are at term or near it. (3) Every infant 
having two centers of ossification has been at least 
eight and one-half months in utero. (4) Every 
infant weighing less than 2,500 gms. and showing 
no point of ossification is not at term. Syphilis 
alone seems to retard foetal ossification. Tuber- 
culosis, albuminuria, etc., do not arrest foetal 
bone growth. 

Schieffendecker finds that the nuclei of the 
diaphragmatic muscle in the embryo and in the 
newborn are all at the edge of the fibers. The 
foetal nuclei are much elongated; in the newborn 
they are more oval. The rows of nuclei found in 
the adult are not present either in the foetus or 
in the newborn. In the newborn the muscle 
fibers lie close together and there are still broad 
septe between them. The action of the dia- 
phragm is weaker in the newborn than in the 
adult because of the relative preponderance of 
the nuclear substance. 


(c) PHYSIOLOGY 
Much has been written on the temperature of 
the newborn. Gundobin states that in the early 
days of life the incomplete development of the 
inhibition centers of the cortex has its effect 
upon the regulation of the production and radia- 
tion of heat. This is shown by the fact that 


frequently inflammatory processes in the early 
days of life are not accompanied by a rise in 
temperature. The temperature is higher by 
0.3° C. in boys than in girls. The average tem- 
perature of a chiid immediately after birth is 
0.5 to 1° C. above the normal average tempera- 
ture. The cutting of the cord may reduce the 
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temperature as much as 1 to 2° C. The bath also 
has the same effect. Very marked reduction in 
temperature often follows christening. The early 
variations in temperature are on an average 
from 0.3 too.7°C. In taking the temperature 
Gundobin favors the use of a thermometer 
which has previously been made to register 40° C. 
He does not approve of taking rectal temperature, 
but does approve of taking axillary. The clinical 
importance of the temperature of the newborn is 
great because marked variations are usually a 
sign of some pathologic process. 

Miura has gone into the question of warmth 
regulation. He states that in the newborn the 
heat is withdrawn from the smaller circulation; 
by the trauma of birth the skin of the child 
becomes hyperemic and in this way much heat 
is lost. 

Apert finds that at the time of birth the child’s 
temperature differs from that of the mother by 
0.2 to 0.3°C.; it then begins to lower and drops 
I, 2, or 3° depending on the amount of exposure 
to which the child is subjected. The greater the 
prematurity the more marked is this reaction. 
The reason for the higher temperature in the 
child immediately after birth is probably because 
the intra-abdominal temperature in the mother 
is at least that much greater than the rectal. 
The time after birth when the temperature returns 
to normal, after the original drop, varies between 
to and 4o hours. For a long time the newborn 
infant remains monothermic. This is especially 
true of the child raised on the breast; the arti- 
ficially nourished infant is more apt to show an 
evening rise. 

Devilliers, in examining 21 infants, has come 
to the same conclusions as Apert He states that 
in the infant the temperature curve is variable 
and irregular; in the newborn the temperature 
is frequently subnormal. In the first five hours 
of life obstetrical trauma may produce elevations 
in temperature. Subfebrile temperature gives a 
grave prognosis. Subfebrile temperature, broken 
by sudden rises and sudden falls, is equally grave. 
If, however, a sudden rise is followed by a return 
to normal the prognosis is good. 

Schiitt in 200 cases found no instance of fever 
in the newborn. He believes that if such is 
present it is due to dyspepsia. At the end of 
weight decrease the temperature is within normal 
boundaries in 97 per cent of cases. 

As to the weight of the newborn Kaul states 
that the duration of labor is long in a large per- 
centage of cases where the babies are very large. 
In the gynecological clinic at Breslau the large 
majority of children weighing over 4,000 gms. at 
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birth were boys, and 75 per cent of them were 
children of multipara. A pregnancy duration of 
more than 302 days was probable in 6 per cent of 
the cases. 

Bondi, after examining the placental fat and the 
fat in the liver of foetuses, came to the conclusion 
that the condition of the foetus is altogether in- 
dependent of the nutrition of the mother, and its 
growth, like that of a malignant tumor, is inde- 
pendent of the state of nutrition of the bearer. 
In 114 cases he could observe no effect from the 
nourishment which the mother took. The fac- 
tors which influence the size of the child, accord- 
ing to Bondi, are: (1) heredity; (2) age of the 
mother— older women bear heavier children; and 
(3) accidents in pregnancy, diseases, etc. 

Peller, on the other hand, thinks that the social 
condition is a most important factor in the birth 
weight. This conclusion is based on the observa- 
tion of 5,487 newborn from a clinic and from a 
sanitarium. He finds that children born of 
parents in a superior social condition are heavier 
than others and ascribes this to better diet and 
hygienic conditions. He thinks that this is a 
greater factor than any other of those commonly 
mentioned. He takes issue with Bondi at all 
points. Bondi, however, reiterates his state- 
ment that the weight of the newborn is not 
dependent on the diet of the mother. 

Hanson, in summing up the factors which in- 
fluence the weight of the newborn, comes to the 
following conclusions: (1) The weight of the 
newborn is greater in the country than in the 
maternity hospitals. (2) The weight of the 
newborn increases with the age of the mother and 
the number of births. (3) Children of multi- 
para are larger if the mother as a primipara was 
30 to 34 years old; young mothers have children 
steadily increasing in weight but the increase is 
not so great. (4) The weight of children of well- 
to-do mothers is greatest. (5) Ilegitimate chil- 
dren are always smaller than legitimate. (6) The 
weight of the newborn is greatest in the fall and 
lowest in the spring. 

Trepper in stating the weight decrease in 453 
cases comes to the following conclusions: (1) The 
proportionate weight decrease is greatest in weak 
and premature children and lowest in those of 
average weight. It then increases with increas- 
ing birth-weight, not only absolutely but rela- 
tively, due in large measure to instrumental de- 
liveries. (2) Because of greater weight decrease, 


obstetrical operations hold no especial danger to 
the children; however, the same in general does 
not hold good for maternal disease during preg- 
nancy; but more frequently there is present the 
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danger due to protracted labor and asphyxia. 
(3) The duration of the weight decrease past the 
first or second day is essentially dependent upon 
the quantity of nourishment; it is lengthened by 
the occurrence of icterus neonatorum. 

Benestad, in studying the weight conditions 
in Norwegian babies, says that the chief cause of 
poor weight curves in the newborn are cracked 
nipples, mastitis, febrile conditions of the mother, 
and gastro-intestinal diseases in the infant. The 
children reported on were put to the breast 12 
hours after birth and were nursed seven times in 
24 hours, every third hour during the day with a 
free interval between 11 p.m. and 5 a.m. The 
mothers nursed their own children, or if this was 
impossible, in nearly all instances breast milk was 
given. In all, 1,979 infants were studied; this 
included all full-term children born in the Uni- 
versity Gynecologic Clinic at Christiania. Of 
these the average birth-weight was 3,466 gms. 


Age Average weight 
At endol Gti day... 3410.10 
Atiend of oth 3500.90 


Attained birth-weight. Number Per Cent 


Atend Of othiday.... 1204 65.39 
At end of roth 1522 76.91 


After the loss of weight the increase is greatest 
in the first three days, 44 gms. in 44 hours; 6 to 9 
days, 30 gms.; 9 to 12 days, 26 gms. On the 
average the birth-weight is attained in 8 days; 
one-half of the children had attained their birth- 
weight in 6 days, two-thirds in 9, and three- 
fourths in 12 days. 

There was a distinct improvement in the last 
half of the year 1911 over the same period for 
1909 due to more careful attention to the details 
of nursing the individual child. The first born 
infants averaged at birth 3,375 gms., the others 
3,572 gms. The first born had a greater initial 
weight loss and were slower to attain their birth 
weight. Boys averaged 3,523 gms. as compared 
with 3,410 gms. for girls; the boys had a greater 
initial loss but gained more rapidly. Small 
children had a smaller initial loss and began to 
gain sooner, but showed no greater gain there- 
after. The children of mothers who had lost 
1,000 gms. of blood during labor lost more we ght 
in the first three days, but gained more rapidly 
in the following nine days. 

Babies of albuminuric mothers showed no 
difference in birth-weight; the initial loss was 
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19 gms. greater, but at the end of the twelfth 
day their weight was greater than that of the 
other babies. 

In premature infants the all-important factor 
is the deficient development of the gastro-intes- 
tinal canal and the resulting deficient function. 

As regards Jength, Rotch has shown that boys 
are taller than girls from birth to puberty. 

Stratz shows that the body length is four 
head-lengths in the newborn as compared to 
7-75 head-lengths in the adult. 

According to Kober, the length is a more 
reliable sign of completion of full-term of preg- 
nancy than is the weight. Of full-term newborn 
infants, 60.9 per cent were normal in length and 
only 44.9 per cent normal in weight. Of those 
with normal length 56.2 per cent were normal in 
weight, and of those with normal weight 76.5 
per cent were normal in length. Both factors 
should be taken into consideration. 

In regard to the heart, Hecht has determined 
the electrocardiograph reading in the newborn. 
One can get no idea of this from an abstract but 
must consult the original in which tables and 
curves are given. 

Gundobin states that the heart muscle of the 
newborn possesses an especially marked tenacity 
to life. The heart depressor centers are not fully 
developed and functionate only weakly, which 
accounts for the irregularity and irritability of 
the heart’s action. The psychic reflex is in all 
probability not present. The pulse-frequency 
varies as follows: first minute after birth, maxi- 
mum 94 and minimum 72; the first day, maximum 
156, minimum 95; the second to twenty-first 
day, maximum 164, minimum 146. He gives 
a table of the blood-pressure in the newborn. 


Blood-pressure—Average Boys Girls 
Days of Life 

I | | 6 7 |8 

BOY. 64 63 | 68 68.6 | 70.7 | 73-7 | 

ee 60.6 | 63.4 | 68.7 | 70 =| 74.7 | 76.7 | 78.8 | 80 

RA eersssa 62.6 | 62.6 | 66 | 68 73-7 | 76.8 | 76.8 | 80 

UR 60 | 64.6 | 64.6 | 68 | 69 | 74 74 70 

Girl. so. «62 | 63 67 69.7 | 74 78.7. 80 


Balard has studied the heart-beat in 40 cases 
by means of the oscillometer of Pachon. He 
has noticed a steady decrease in the pulse-rate 
during the first day of life. He gives the arterial 
pressure at the time of birth as between 3.65 and 
5.63. After birth both increase regularly. He 
thinks that the decrease in pulse-rate is due to 
decrease in temperature. 
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Mensi, in tracing the radial pulse, found the 
ascending and descending wave with a rounded 
apex. 

Hellin states that the blood serum from the 
umbilical vessels of the newborn is opalescently 
cloudy and has a rather greenish tinge. This is 
true of the venous blood of the pregnant woman 
and of the blood from the vagina during labor. 
The serum of the newborn gives cloudiness with 
normal salt. 

Fleisser estimated the coagulability of the 
blood of the newborn by a modification of the 
Wright method. The modification consisted 
in the deposition of the clot from the tube into 
a linen cloth and observing the coagulum and 
the time when found. By the use of this method 
in 50 observations during the first week of life 
he found the average time of coagulation to be 
8 min. 15 sec., and the variation from 5.5 to 13.5 
minutes; with the exception of 1o cases the vari- 
ation was between 7 and 10 minutes. In 50 
observations during the second week the average 
was 8 min. and 1o sec. In g2 cases of icterus 
neonatorum the average was 11 min. 40 sec. to 
9 min. 13 sec., but as high as 21 min. and as low 
as 7. After a month to six weeks the average 
was 7 min. 40 sec. In a case of umbilical infec- 
tion and purpura the time was 23 minutes. In 
one pair of twins the time was the same, while 
in another, one twin showed 6.5 minutes, the 
other 9 minutes. Dyspeptic erythema, local and 
universal eczema, early rickets, pemphigus 
neonatorum, and cephalhematoma had_ no 
influence. 

Rabinovitch examined the blood for amino 
acids. The blood was taken from the cubital 
vein of the mother and from the umbilical artery 
and vein of the child. The mother’s blood con- 
tained 8 to 11 mg. of amino acid nitrogen to 
1ooccm. In the maternal blood of the umbilical 
artery there was 37 mg. per roo ccm., in the 
foetal blood, 100 to 137 mg. per 100 ccm. 

Hermann and Neumann found that the entire 
fat content of the blood of the newborn was 4.365 
gm. per kilo; cholesterin 0.7811 gm.; choles- 
terin ester 0.1413 gm.; and of palmitinic acid 
cholesterin ester 0.2268. There was a relatively 
smaller quantity of total fat, cholesterin, and 
neutral fats than is contained in the blood of a 
normal woman. It should be noted here that 
the fat content of the blood of the pregnant 
woman is much greater than in the normal. 

Mensi distinguishes two abnormal types of 
respiration in the newborn, the remittent and the 
intermittent; these variations can occur without 
an increase in respiratory movement. 
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Niemann, speaking of gas metabolism in the 
newborn, states that it may have a specific posi- 
tion and appears to be lower than in later infancy. 
Further research is necessary with special ar- 
rangements and technique in order to judge the 
position properly. 

Uffenheimer has taken up digestion in the new- 
born. As to the oral cavity the reaction is neu- 
tral or occasionally weakly alkaline. Acid re- 
action is probably caused by destruction of the 
milk curds. Bacteria are present during birth; 
among them are frequently found streptococci, 
and occasionally pneumococci and colon bacillus. 

The saliva is formed immediately after birth, 
and digestive ferments are present in the stomach. 
The fat-splitting ferments are present at least 
as early as the second week of life. 

The pancreatic secretion is found in the small 
intestines in the newborn. The fat-splitting 
ferments are present in all cases, while the dia- 
static ferment is only slightly developed. 

The liver of the newborn has the ability to form 
glycogen and urea in the presence of ammonia; 
it also has a protective action against poisons. 
The bile is already formed in foetal life. Lactase, 
maltase, and invertin are found in the intestines 
of the newborn. Bacteria are found in the in- 
testine within 24 hours after birth. 

In regard to the secretion of saliva, Allaria 
states that the quantity is one-tenth to one-fifth 
the amount of milk taken. 

As to the gastric secretion in the infant at birth, 
Hess finds that in all newborn before any food is 
ingested free hydrochloric acid is present in a con- 
siderable amount; rennin and pepsin are also to 
be found. The secretion of hydrochloric acid 
continues almost uninterruptedly for many 
hours whether food is taken or not. Occasionally 
(1 in 55) there is complete absence of hydrochloric 
acid, while in other instances the hydrochloric 
acid may be very much reduced. In one case 
hypersecretion was noted. The presence of 
hydrochloric acid in the stomach of the infant 
immediately after birth cannot be accounted for 
by any of the hypotheses so far advanced. While 
the gastric secretion is so marked in the newborn, 
the duodenal and pancreatic secretion is very 
scanty. 

Schmidt, examining the intestinal ferments 
found in the meconium, came to the following 
conclusions: 

1. A distinct amylolytic action was present in 
meconium from all regions, but was very small in 
amount. 

2. All portions of meconium split lecithin, 
monobutyrin, and ethyl butyrate. This action 
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was perhaps slightly increased in the lower parts 
of the bowel. Glycerophosphate was also present 
in four cases examined. 

3. As to the splitting of proteins the action of 
the gastric contents was much greater than that 
of the meconium. The pepsin quantity in the 
stomach was marked. This was in the form of 
propepsin since this was not activated without 
the addition of hydrochloric acid. The same may 
be said for the rennin ferment. Trypsin was not 
present, but erepsin was found. Peptolytic fer- 
ment was found in the meconium of 4 cases ex- 
amined. 

Oxidases were absent; peroxydases and kata- 
lases were present. He states that there is a 
diastase present in the gastric content in a 
majority of cases, the source of which is not clear, 
but it is probably from the saliva. 

Miura states that air is drawn into the stomach 
and intestines with inspiration and that from this 
source the bacteria in the meconium develop. 

Rocomora, on examination of the intestinal 
flora in the first 10 days of life in 3 cases, comes to 
the following conciusions: (1) On the first day 
the meconium is aseptic. (2) The bacteria arise 
successively, increasing in quantity and in variety. 
(3) The virulent forms do not arise until the fifth 
or sixth day. (4) Bacilli predominate over cocci. 

Mayerhofer has taken up the question of the 
urine in the infant and incidentally in that of the 
newborn. His collected abstracts contain most 
of the knowledge extant on the subject. As to 
the specific gravity, he finds that on the first day 
it is between 1.006 and 1.012; on the second 
to the fourth day 1.008 to 1.013. It then sinks 
slowly. It is interesting to note that the urine 
voided during or immediately after birth has a 
low specific gravity. As to the quantity of urine 
he gives the following table: 


Hein Schiff Reusing Kotcharowski Urine 
qn. per kilo. 

Ist day 16.8 17.1 18.9 9.56 4.7 
ad day 29.7 43.2 38.6 27.4 10.7 
3d day 49.8 49.7 64.9 68.7 16.9 
4th day 93.8 116.1 84 127.7 32.0 
sth day 132.0 167.9 120.5 171.6 44.9 
6th day 206.0 213.7 147.7 215.3 57.8 


In a large percentage of cases no urine is 
passed the first day and in a small number of 
cases none is passed even for as long as four days. 
Strong babies excrete ear ier and more than small 
weak ones and the infant of the multipara earlier 
and more than that of the primipara because 
the milk flows earlier and more richly in the 
multipara. Tea or water ncreases the amount 
of the urine. A deficient diuresis may be due to 
renal calculus. Sometimes the bladder function 
is lacking and there is retention of the urine with 
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distention of the bladder. This may be due to 
irritation from a stone or to tetany. The urine 
of the newborn is very toxic. 

As to phosphorus it is to be found in the very 
first urine passed, but it is extremely small in 
amount. After the second day it increases up to 
the third to the eleventh day and then falls. In- 
organic salts are present during the first 6 days to 
the amount of 7.14 to 24.75 mg. Sodium 
chloride increases from the fourth to the tenth 
day while urea decreases; with the increase of the 
urea after the tenth day the sodium chloride de- 
creases. Operative births are frequently fol- 
lowed by glycosuria which disappears on the 
third or fourth day. Glycuronic acd may be 
present in rather large quantities on the first day 
of life before the ingestion of food. Indican is 
usually lacking on the first day and is rare on the 
second, but increases on the third and fourth and 
then decreases. Its presence is due either to 
putrefaction of meconium or to a product of ab- 
normal tissue destruction. He gives the follow- 
ing table as to ammonia nitrogen and amino acid 
nitrogen in the urine, which shows that glycocoll 
increases up to the third day and then finally 


decreases: 
Ammonia Amino-acid 


Nitrogen Nitrogen 


The quantity of urea varies within wide bound- 
aries. At first it is very slight and increases with 
each day. The urea excretion begins in intra- 
uterine life as is shown by the presence of urea in 
the amniotic fluid. The quantity of urea is 


shown in the following table: 
Per Cent 


8.15 9.08 7.18 4.48 3.18 
6.96 8.77 11.4 8.04 7.53 06.30 
Kotcharowski........... 0.47 10.87 5:54 3-25 3:47 3-0 
Milligrams per Kilo 
40.4 129.0 121.0 179.1 164.4 187.7 
18.9 85.5 173.0 165.0 257.0 288.0 
Kotcharowski........... 53.08 98.19 131.03 138.87 193.7 200.51 


The quantity of uric acid is shown in the fol- 
lowing table: 


Dav I 2 3 4 5 
trace 20.21 79.67 90.07 57.53 
0.15 0.08 0.04 
Purine bases (mg.)........... trace 1.73 59.92 6.83 2.50 
Day 6 7 8 9 10 
(MG 44.56 22.23 29.70 40.50 32.70 
Uric acid (per cent) .......... 0.04 0.02 0.03 0.04 0.03 
Purine bases (mg.)........... 6.81 4.56 trace trace trace 


The excretion of uric acid is highest on the third 
to fourth day and slowly sinks after that. Birk 
found a greater variation and thinks that in 
artificially nourished newborn infants about one- 
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half of the ingested nitrogen is excreted in the 
urine as compared to one-sixth to one-seventh in 
the breast-fed. Nor was Birk able to recognize 
the purine bases except in large quantities of urine. 

Acetone bodies may be present in the form of 
acetone in small amounts in the undernourished 
newborn, but diacetic acid and 8-oxybutyric acid 
are never found. 

Ten per cent or more of the nitrogen of the urine 
of the newborn breast-fed infant is due to creat- 
inin. Urobilinuria has been found. 

As to albuminuria Mayerhofer found that 
almost all infants show a slight quantity of al- 
bumin in the first days of life. This is greatest 
on the first to the third day and there may be 
traces in the second week. Immediately after 
birth the urine is almost always free from albumin. 

Jehle thinks that this may be a lordotic al- 
buminuria, since the child changes its kyphotic 
in utero position for a lordotic one at birth. 

Franz and von Reuss have studied very carefully 
the question of albuminuria in the newborn. 
Their examinations were carried out on diluted, 
filtered, slightly warmed urine, on which the 
acetic acid test was made. To the filtrate of this 
was added a small amount of serum albumin and 
the potassium ferrocyanide test made. 

Their experiments were carried out on 70 new- 
born babies, and in the great majoirty of cases in 
the first days of life an albumin excretion was 
found, but in the foetal urine no albumin was 
found. In one-half of the cases there was a slight 
clouding with acetic acid; in one-third there was 
clouding after the addition of serum albumin; and 
in only one case was there clouding with ferro- 
cyanide. During the first day of life the albumin 
increased in 68.5 per cent of the cases. They 
believe that the albuminuria is due to circulatory 
changes but do not agree with Jehle’s idea of a 
lordotic causation, since in 5 cases where the child 
was placed in a posture simulating the position in 
utero there was no difference from the normal as 
to the presence and persistence of the albumin. 
Usually the albuminuria lasted about three days. 

As regards sugar they could recognize no glyco- 
suria, and they think that glycosuria in the new- 
born following the use of forceps occurs only in 
exceptional cases. 

They also examined the urine for nitrates, 
nitrites, and indican. A test for glycuronic acid 
was made with Lunge’s reagent — diphenyla- 
min. In only 5 cases in the first days of life did 
they get negative results. They regard the 
presence of glycuronic acid as the result of irrita- 
tion of the nourishment on a sensitive intestinal 
mucosa. 
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In testing for indican Jolles’ modification of 
Obermayer’s test was used. Of the 31 cases 
tested only 2 gave negative results. The strong- 
est reactions for glycuronic acid and indican 
occurred during the irritation catarrh of the first 
days of life. 

Gudden tested the pupils in the newborn in a 
sleeping infant, and found that the pupils dilate 
2.2 to 2.5mm. They dilate slowly on wakening 
and do not measure more than 3 to 3.5 mm. 

Canestrini thinks that at birth the infant can 
hear. As to sensation of touch, temperature, and 
pain, a current of ro ma. failed to show any in- 
crease of pulse or respiration. It reacts more 
to cold than to heat. The skin of the face, espe- 
cially the lips, is the most sensitive. He could not 
determine a sense of smell. The sense of taste is 
very well developed. 


(d) HYGIENE AND NUTRITION 

The articles of Clark and Fraser offer nothing 
new in the care of the newborn except the treat- 
ment of the cord as favored by Fraser. He be- 
lieves in an early free application of alcohol, the 
cord being then covered with a powder consisting 
of salicylic acid, 15 gr.; boracic acid, 25 gr.; zinc 
oxide 2 dr., and starch to make an ounce. He 
endeavors to determine the relative values of the 
different methods of treatment of the cord. 

Petermdller finds that in 795 cases treated by 
the application of steriie vaseline on dressings 
15, Or 1.7 per cent, showed some variation from 
normal. Of these, 5 showed granuloma and 10 
infection. Later he improvised the following 
method: A clamp was applied close to the ring 
and left there for 10 to 20 minutes; the cord was 
then cut and dry dressing applied. In 98 cases 
of this sort no complications in the way of dis- 
eased conditions were to be noted, but in 18 cases 
there was hemorrhage, of which 17 were slight 
and stopped with pressure, but in one case it was 
necessary to apply a ligature. He then tried this 
method together with tying of the cord. In 455 
cases he had no hemorrhage, and only 3 cases of 
umbilical infection. After trial with various 
antiseptics, the child being given the daily bath, 
it was found that the simple dry sterile dressing 
was equal to the best and that with it the cord 
separated as early as with any of the other meth- 
ods — about 6 days. In cases where the infants 
were not bathed but simply washed, and a 
permanent dressing applied, the best results were 
obtained with infusorial earth — 4.5 days. He 
advises the following method: 

Tie the cord a hand’s-breadth from the body, 
bathe the infant and then tie the cord 1 cm. from 
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the body; apply a dressing thickly covered with 
infusorial earth, cover with dry gauze strips and 
place on binder; cover this with some impene- 
trable material; put on another binder; allow the 
binders to remain until the cord separates, and in 
place of the daily bath wash the different portions 
of the body separately. 

In regard to feeding the baby, Wolf advises 
that no food be given for the first 24 hours. Dur- 
ing the second day the child is nursed once or 
twice in order that it may obtain colostrum to 
clear out the meconium — water is given. On 
the third day the child is nursed three times; on 
the fourth day four times; on the fifth day and the 
following days, every 4 hours in the daytime but 
never at night, the child being fed at 6 and 10 a.m. 
and at 2, 6, and to p.m. 

In regard to the nutrition of the newborn 
Jaschke believes that it is possible for 100 per cent 
of the mothers to nurse their own babies, but that 
it is necessary if one wishes to accomplish this to 
have a special person to care for all their needs. 
Of great importance is the colostrum. This can- 
not be replaced physiologically by milk of a 
wet nurse. Chemical differences are marked. 
The babies who get colostrum do better than those 
who do not, provided the babies are physiological- 
ly nourished; in spite of weight decrease the nitro- 
gen balance is positive. As to the time of nursing 
he unqualifiedly supports the four-hour interval; 
that is, four times during the day and once at 
night. He believes in general that the interval 
between birth and the time when the child regains 
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its birth-weight is not a good criterion by which 
to judge of its condition, but thinks it better to 
take into consideration the general condition of 
the child. 

It is interesting to note, however, that among 
those of his cases which attained their original 
weight between the seventh and twelfth days, the 
number was 1o per cent higher among those fed 
at four-hour intervals than among those fed 
oftener. It is not so much the rapidity with 
which the loss is regained but rather the steadi- 
ness of the gain in weight after it once begins 
that is the best criterion for estimating the 
normality of the newborn infant, so far as its 
nutrition is concerned. The uniform weight-loss 
in too varied from 1.5 to 17 per cent; in 8g of 
these it was no higher than ro per cent. Abnor- 
mal losses of weight are usually borne without 
affecting the future development of the child. 

In icterus neonatorum, in spite of the fact that 
the infants obtained as much food, the weight 
increase was much more gradual. In overfed 
infants one must be cautious about complete 
withdrawal of food because they often react with 
a very marked drop in weight. In every case in 
the first two to three weeks of life, overfeeding is 
much more to be feared than underfeeding. 

As to undernourishment, the lighter cases need 
no special care; one should always remember in 
this connection the exudative diathesis. In 
Jaschke’s cases he has never been able to dis- 
cover the inanition fever, but thinks that all 
such fevers are due to slight intestinal catarrh. 


Hf. DISEASES AND CONDITIONS PECULIAR TO THE NEWBORN 


(a) ASPHYXIA 

A peculiar form of asphyxia has been reported 
by Hjort. Death occurred in an 8-day-old infant 
12 hours after the first symptoms of asphyxia. 
Autopsy showed that death was evidently due to 
asphyxiation. In the bronchi gray-white fluid 
was found which was unquestionably mother’s 
milk. This may be a more frequent source of 
asphyxia in the newborn than has been suspected. 

Manton in speaking of asphyxia calls attention 
to the fact that asphyxia of the “livida” type 
may be due to intracranial hemorrhage. 

Much has been written about the treatment of 
asphyxia in the newborn. The procedure sug- 
gested by La Rue is certainly ingenious if it is 
attended by success. He designates it heart- 
massage. He used it in 9 cases, in 7 of which he 
could not perceive the heart-tones. All cases 
recovered. The procedure is as follows: 


The infant is placed on its back in a basin filled 
with water at 110 to 112° F.; the body is complete- 
ly covered with water with the head supported. 
The body is grasped with both hands, the thumb 
being on the anterior surface of the thorax. The 
thumb of the left hand should cover the third 
intercostal space almost against the border of the 
sternum, the right thumb being in the fourth in- 
tercostal space in the mammary line. Pressure 
with the right thumb empties both ventricles; 
then with the left thumb the auricles are emptied. 
This should be done alternately and at the rate 
of roo times per minute. 

Sakaki suggests the following procedure: After 
the mucus is removed from the throat, the child 
is grasped by the shoulders, the chest being pro- 
jected forward, with the index-finger in the arm- 
pits and the thumbs propping up the chin. The 
child is then moved rapidly up and down 120 to 
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150 times per minute, the flaccid dependent por- 
tion of the child’s body being held by an assistant. 
After the first inspiration the child is grasped by 
the feet and the mucus removed from the mouth. 
The same procedure is then gone through. This 
may be repeated several times; this is all done 
before the cord is cut. 

Several pulmotors have been described for use 
in asphyxia in the newborn; fora complete descrip 
tion of these we must refer the reader to the orig- 
inals. Fry, Edgar, and Engelmann have de- 
scribed different forms for use. Engelmann 
states that his apparatus and method of resuscita- 
tion is to be preferred to any other in cases of 
asphyxia neonatorum, and may be used with 
perfect safety. 

Very interesting is the report of Paul and Jean 
Delmas. In three cases of asphyxia they used 
the method of Planchu. This consists of artificial 
respiration produced by pressure on the chest with 
the thumb which gives a passive inspiration at 
which time oxygen is forced into the lungs from a 
bag. In one of their cases oxygen was also given 
subcutaneously. 


(b) ICTERUS NEONATORUM 

In regard to the effects of the various birth 
factors of icterus neonatorum, Bedier brought 
forth the following statistics in 37 cases of icterus 
and 35 normal newborn. In 19 cases the mothers 
of the icteric infants were primipare, and in 18 
multipare; of the normal 14 and 21 respectively. 
Of the icteric, 18 were born at term and 19 were 
premature; of the normal, 26 at term and 19 
premature. The weight of the icteric children in 
18 instances was above 3,000 gms. and in 20 be- 
low; of the normal 26 times above and 10 below. 
The weights were given as follows: From 1,000 
to 1,500 gms., 1 icteric and no normal; 1,500 to 
2,000 grams, 3 icteric and no normal; 2,000 to 
2,500, 8 icteric and 3 normal; 2,500 to 3,000, 8 
icteric and 7 normal; 3,000 to 3,500, 12 icteric and 
18 normal; 3,500 to 4,000, 3 icteric and 5 normal; 
above 4,000, 3 icteric and 3 normal. It is evident 
from these statistics that babies with small birth- 
weight have a distinct tendency to icterus. 

Jaschke finds that in all of his cases of icterus 
in the newborn there was reduction of the hemo- 
globin and the red cells and therefore we must 
speak of a hematogenous element in the etiology 
of icterus neonatorum. Pironneau believes the 
same. 

Schmitz finds that hemoglobin values were 
lower the higher the degree of icterus. This 
held true also of the white cells but there was no 
difference in the proportionate number of the 
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various white cells. Nucleated red cells were 
more frequent than in the normal infant. 

Gorter, examining the blood, found that in 20 
cases of icterus neonatorum resistance of the 
chromocytes to salt solution was not lowered; in 
some cases it was increased. He could not 
recognize hemolysins nor amboceptors. In all 
cases he found bilirubin and lutein. 

Maliwa examined the blood from the umbilical 
vein of the newborn for “hamaties granuleuses”’ 
of Demel. This is done in the following manner: 
On a carefully cleaned, dried, and warmed cover- 
glass is put a thin layer of brilliant cresyl blue 
solution, 0.1 per cent alcohol. The coverglass 
with the drop of blood is gently put on this in such 
a way that the blood spreads out evenly and 
dissolves the stain. 

The number of ‘‘hamaties granuleuses* found 
in this way in the newborn was certainly greater 
than among adults, and this was especially true 
in icteric children where the number of this type 
was in excess of those found in non-icteric. No 
definite boundaries can be determined but, as a 
rule, where the percentage in young children was 
less than 2 no icterus occurred. The increased 
number of these sank to normal in 2 to 3 or, at 
times, 4 days. The icterus begins with the rapid 
decrease of these cells in the blood. He thinks 
that by the rapid destruction of these cells there 
is a sudden increase of material from which 
biliary coloring matter may be formed which 
overtaxes the excretion energy of the liver-cells. 
So much in support of the hematogenous theory 
of icterus neonatorum. 

Much of great importance has certainly been 
written in support of the hepatogenous theory. 
Hess, by use of his duodenal catheter in the 
newborn brought forth the following table: 


No. of | Marked 
| Age No Bile Bile 

19 22 60.96 15 4 4 

15 | so | 6 

12 2 10 5 

13 2 Ir 4 


In 24 cases in which a careful study was made as 
to the relation of bile to jaundice, in not a single 
case was bile obtained previous to the appear- 
ance of jaundice. There was a marked parallel- 
ism between the amount of bile and the degree of 
jaundice. The ingestion of colostrum had no 
influence on the flow of bile. He sums up his 
results as follows: 

Tests by means of the duodenal catheter show 
that bile is very rarely excreted during the first 
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12 hours of life; it was obtained but once in the 
course of 52 tests. Bile excretion during the sub- 
sequent 24 hours is variable; in cases of marked 
jaundice it is profuse; in cases not jaundiced it is 
scanty or absent. The function of excretion 
gradually becomes fully established during the 
first seven or ten days of life. Where jaundice 
manifests itself it precedes the excretion of bile 
into the duodenum. Secretion of bile varies 
within wide limits; in general it is marked when 
the jaundice is marked. The occurrence of 
jaundice results from a defective correlation of 
excretion and secretion. It is generally caused 
by the inability of the rudimentary excretion to 
cope with the sudden profuse secretion of bile. 
He believes this last is the basis for the appear- 
ance of icterus neonatorum. 

This theory, while ingenious, must to a certain 
extent be discredited when the excellent investi- 
gations of Hirsch and Ylppé are considered. 

Hirsch first tested the relation of the blood 
supply of the skin to icterus neonatorum. To do 
this she put a collodion dressing on the skin of the 
arm immediately after birth. In this way she 
was able to show that the area thus made anemic 
showed no icterus. On removal of the dressing in 
a few hours the patch became hyperemic and 
was more markedly icteric than the surrounding 
skin. From this procedure two other facts were 
brought out. First, that in the first 24 hours 
before icterus occurs the serum is more darkly 
colored, and, second, that this increased pigmen- 
tation of the serum is present during the first to 
third days in those children who show no icterus. 

She examined the blood from the umbilical 
cord by means of Ehrlich’s diazo-reaction with 
the following results: 

1. She found that all newborn have more 
bilirubin in the blood than do adults or older 
children. 

2. The concentration of the bilirubin at the 
time of birth varies between 1:30,000 and 
1:160,000. 

3. The strength of this reaction in general is 
parallel to the degree of the later icterus. 

Besides these estimations the blood of 12 
babies in the first hours and days of life were 
examined. The result showed that the bilirubin 
value remained high after the second or third 
day only when icterus was present. When there 
was no icterus the bilirubin content gradually 
declined. If the bilirubin content of the skin 
reached about 1:20,000, icterus was to be seen. 
The strength of the icterus probably depends to a 
great degree upon the delicacy of the skin and the 
water content of the body. 
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The findings of Hirsch are confirmed and 
amplified by Ylppé. He examined the biliary 
coloring matter not only in the blood but in 
various secretions by means of the spectrophoto- 
metric method which he devised for that purpose. 
By this method the two components of the biliary 
coloring matter, the bilirubin and biliverdin, can 
be estimated at the same time. By this means he 
determined the following facts: The biliary 
coloring matter in the foetus is very small up to 
the last month. During the whole foetal period, 
however, the quantity of biliary coloring matter 
is strikingly small, about 33 milligrams. In the 
urine of the newborn biliary coloring matter is 
excreted and there is a certain agreement between 
the quantity excreted in the urine and the inten- 
sity of the icterus. With the beginning of in- 
dependent existence the biliary coloring matter 
increases quite markedly. From about the sixth 
day on, a very great increase can be noted in the 
formation of biliary coloring matter in the new- 
born. In the first 13 days about 140 mg. are 
formed; in the icteric newborn about o.5 per cent 
to 1.6 per cent of this is excreted; in the non- 
icteric child, at the highest 0.1 per cent. The 
total excretion of biliary coloring matter from the 
body in icteric and non-icteric newborn shows 
no specific difference, and there is no agreement 
between the intensity of the icterus and the total 
excretion of biliary coloring matter. 

As to the blood, the biliary coloring matter of 
the foetal blood is increased in comparison with 
that of the healthy adult. Those children, blood 
from whose umbilical cord showed a compara- 
tively high bile content, practically always 
developed icterus, while those who had a striking- 
ly small bile pigment matter in the umbilical 
blood, as a rule, developed no icterus. After 
birth the biliary coloring matter increased in 
every child; this increase lasted 3 to 10 days and 
rose with a varied degree of progression. Chil- 
dren in whom the biliary coloring matter in the 
blood passes a certain boundary for skin icterus 
become icteric. The intensity of the icterus of 
the skin showed an agreement with the bile 
pigment content of the blood. Premature infants 
show in general a very high bile pigment content 
in the blood. The increase usually lasts 6 to 10 
days and the bile pigment content holds for weeks 
above this boundary. 

By clinical observations Ylppé was able to 
determine that icterus neonatorum is altogether 
independent of the presence of infection, either 
of enteral or parenteral nature. All living pre- 


mature infants showed icterus, a great majority 
a very intense form which lasted many weeks. 
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Of 355 full-term newborn 80 per cent showed ic- 
terus of the skin. They were distinguished 
clinically from the children who showed no 
icterus only in so far that markedly outspoken 
icterus was accompanied by slight secondary 
signs characteristic of cholemia. 

Clinically three different forms of icterus 
neonatorum can be distinguished: icterus neo- 
natorum simplex, icterus neonatorum prolonga- 
tus, and icterus neonatorum gravis. The con- 
nection between all these is recognized by transi- 
tion forms and they may all be regarded as various 
courses of the same affection. 

As to the réle which the placenta plays, he 
makes the following observations: ‘The human 
placenta allows the passage of no biliary coloring 
matter; the circulation of bile pigment in the 
foetus and mother have two systems which are 
divided from each other. Of the biliary coloring 
matter circulating in the foetal blood no quantities 
of any importance are deposited in the placenta.” 
By animal experimentation he determined the 
following: The liver shows an especially high 
affinity for biliary coloring matter; it withdraws 
the biliary coloring matter circulating in the blood 
and excretes it in the bile; only a small portion 
is excreted in the urine. A resorption of bilirubin 
and biliverdin from the intestines could not be 
recognized. 

Of the lower animals icterus neonatorum could 
be recognized only in the horse. Between horse 
and man one common characteristic is of im- 
portance and that is that bile pigment matter is 
normally found in the blood of both. 

As to the nature of icterus neonatorum he 
draws the following conclusions: (1) It is of pure- 
ly hepatogenous origin; the hematogenous factor 
plays no réle. (2) Icterus neonatorum rests on the 
fact that the liver of the newborn for some time 
after birth allows a distinct part of the biliary 
coloring matter to pass over into the blood. (3) 
Icterus neonatorum is therefore a uniform physi- 
ological phenomenon which at times can attain 
pathologic strength. 

In speaking of congenital familial jaundice, 
McGibbon remarks that it may appear as an 
isolated case, but usually affects several in the 
same family. The etiology is not known and 
syphilis is not absolutely excluded. The essential 
features are jaundice at birth or in 24 hours, 
large spleen, profound anemia with few red cells, 
many normoblasts and megaloblasts. In his case 
the post-mortem showed small hamorrhages 
under the peritoneum and in the lungs; a great 
increase in the blood-forming islands in the liver; 
the lymph-glands proliferative; the thymus 


THE NEWBORN 247 
somewhat enlarged; the thyroid showed fibrosis; 
there was no colloid material in the kidneys, and 
no suprarenal cloudy swelling. 

Fairise and Bonnet report a congenitally syphi- 
litic infant with hemorrhagic disease of the 
newborn, icterus, and septicopyemia. There is 
nothing of special interest in this case. 


(c) SKULL INJURIES 

Wilcox is of the opinion that skull injuries from 
forceps are often accompanied by intracranial 
hemorrhages and injuries to the cerebral cortex 
or porencephaly. The first sign after such a 
delivery is a child apparently dead or with low 
vitality with signs of intracranial pressure. He 
advises operating early in these cases in order 
to try to stop the hemorrhage. In regard to the 
treatment of skull depression, two absolutely 
opposite views are held: one, that all such de- 
pressions should be left alone; the other, that they 
should immediately be raised. 

Gfroerer reports that in 5 cases of skull depres- 
sion which were followed out to autopsy, in no 
case was the cause of death due to the depression. 
He states that in no instance has one of these 
depressions been shown to have a bad effect either 
upon the child’s mental or physical development. 

Hofmeier very strongly supports this view. In 
the Wiirtzburg clinic since 1895 there occurred 
25 cases of skull depression; one as the result of 
spontaneous delivery and 24 occurred in extrac- 
tion of the aftercoming head. Of these, 7 died 
shortly after birth. Autopsy showed marked 
bony fracture of the skull with intracranial hem- 
orrhage. In none of the 18 living cases are there 
marked symptoms from bone depression; of these 
18, one could not be followed. Of the other 17, 
5 died: 3 of enteritis in the first year, one of tuber- 
cular meningitis, and the otherof a kidney disease 
in the eighth year. Of the remaining 12 all devel- 
oped normally, both physically and mentally. 

Hofmeier believes that symptoms of brain- 
pressure in cases of depression of the skull are 
due, not to skull depression, but to intracranial 
hemorrhage. He therefore feels that operative 
procedure is probably of little value. 

Contrary to this opinion is that held by Kos- 
mak. He states that every depressed skull 
fracture should be immediately operated upon and 
he has devised a simple hook for this purpose. 
The point of this is introduced into the center of 
the depression, the handle is turned at right angles 
and steady traction is employed. As prepara- 
tion the hair is clipped and a little tincture of 
iodine is applied. He reports three cases suc- 
cessfully treated by this means. 
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Soli also favors the correction of bone de- 
pressions. For this purpose he uses an instru- 
ment with a short screw-end and a large curved 
handle. In 20 cases which he has been able to 
collect from the literature treated with the use 
of this instrument, only 3 died. He reports three 
more cases with excellent results, all being appar- 
ently normal by the fifth day. In all these the 
symptoms of cerebral compression were relieved. 


(d) OPHTHALMIA NEONATORUM 

As to the occurrence of ophthalmia neona- 
torum, Harman reports the statistics of the Lon- 
don County Council, which shows the occurrence 
of 0.843 per cent in 100,830 births in rgo11. This 
agrees very well with the figures 0.867 per cent in 
12,680 births which Harman found in 1906 in a 
private investigation. Of 231 cases followed 
there were 218 cures, with 13 cases of impaired 
vision; of these 3 were blind: one was blind in 
one eye and the other eye was damaged, 4 blind 
in one eye, 2 had both eyes damaged, and 3 had 
one eye damaged. Of 278 cases noted, 17 died. 
Forty per cent of the mothers had vaginal dis- 
charge. 

Tassius lays stress on the existence of non- 
gonorrheeal ophthalmia. Of 13,753 cases, 168, 
or 1.22 per cent, showed ophthalmia; of these, 
58, or 0.42 per cent, were gonorrhoeal, and rro, 
or 0.8 per cent, non-gonorrheeal. In the latter 
group the cornea was always clear. The treat- 
ment consisted in penciling the lids with 0.1 per 
cent sublimate solution every two to three hours. 
The worst case was one of pneumococcic infection 
which lasted three weeks. Of the gonorrhcoeal 
cases he states that they may often be infected 
after birth by the mother, but there seems to be 
little doubt that the gonoccoccus may remain 
latent. Of his 58 cases, 32 were late cases. 

He gives the following table showing the effects 
of prophylactic and non-prophylactic measures, 
and advises the use of a 1 per cent silver nitrate. 
He has had little success with sophol. 


Per Early Per’ Late’ Per 
Cent Infec. Cent Infec. Cent 
13735 58 gon.+ 0.42 26 0.19 32 0.23 
Iro gon.— | 0.80 32 0.23 78 0.57 
168 | | 58 0.42| 110 
Without 
Prophylactic 
523 17 gon.+ 3.23 8 1.53 9 1.70 
16 gon.— 3.08 6 1.14 10 1.94 
33 6.31 14 2.67 19 64 
With Prophylactic 
13212 41 gon.+ 0.31 18 0.13 23 0.18 
94 gon.— 0.71 26 0.20. 8668 O.51 
135 1.02 44 0.33 0.69 
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Sussmann, in 72 cases of blenorrhoea and 
blenorrhoeal catarrh, found the Prowazek-Hal- 
berstadt bodies many times. They were always 
found in the protoplasm, and the nucleus was un- 
affected. Twenty-five cases were simple catarrh ; 
24 were cases of inclosure blenorrhoea of which 
only two showed gonoccocci and mixed infection. 
In 20 of these cases the time of onset was: on the 
second day 1; on the fifth 1; on the sixth 2; on 
the seventh 6; on the eighth 5; on the ninth 3; 
on the fourteenth 1; and on the fifteenth 1. The 
case which occurred on the second day was a 
mixed infection with the gonoccoccus. The in- 
cubation time of inclosure blenorrheea is 5 to 9 
days with an average of 7 days. 

In conclusion he states that ‘inclosure blenor- 
rhoea”’ comprises nearly half of all blenorrhoea 
cases. Clinically it may be distinguished by 
longer incubation period, different secretions, 
more marked tendency to hemorrhage, insidious 
course, freedom of the cornea from involvement. 
Late infections are usually ‘“inclosure blenor- 
rhoea.”’ Simple catarrhs do not belong to this 
picture. 

Phillippi also gave some statistics in regard to 
blenorrhoea. 

On the ground of 116 cases, Klebanski con- 
cludes that gonoccoccic ophthalmia lasts from 8 
to go days with an average of 35 days. Cases 
which are seen in the first week heal, as a rule, in 
less than three weeks. Vaccine treatment in his 
hands has been without influence. The use of 
silver nitrate combined with ardysol 20 per cent 
lowered the corneal ulcers from 25 to 16!2 per 
cent, the former figure being for silver nitrate 
alone. 

The treatment of ophthalmia neonatorum has 
been quite freely discussed. Credé-Hérder 
urges the importance of educating the public by 
the use of posters, etc., and the obligatory in- 
stillation of silver solution in the eyes of all new- 
born. 

Holloway thinks that prophylaxis should begin 
during pregnancy. He also urges that in instilling 
the solution into the eye immediately after birth 
it be done after thorough cleansing, and with 
avoidance of all trauma. He also urges that 
hospital care be given. 

Stephenson gives a detailed systematized 
article on the prevention and treatment of 
gonococcic ophthalmia in the newborn. He ad- 
vises cleansing the eye with potassium perman- 
ganate, 1:3,000, or bichloride of mercury, 1:10,000. 
He frequently uses 30 per cent perhydrol (Merck ). 
For instillation purposes he uses 25 per cent 
argyrol. 
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Several recent investigators have endeavored 
to determine the relative values of the different 
silver salts as preventives of gonoccoccic ophthal- 
mia. Schweitzer did this by determining the 
effect of the silver salts on the web of a frog’s 
foot to see, if possible, what effect the various 
salts would have upon the cornea and conjunctiva. 
With a 1 per cent silver nitrate solution he got a 
brown discoloration with black flecks which 
showed a more or less weblike structure, and the 
tissue was somewhat opaque. A 1 per cent silver 
acetate showed the same results. With a 2 per 
cent argentamine the black flecks were present, the 
web was not so marked, and the tissues were clear. 
A 2 per cent argonin solution showed about the 
same as argentamine but not so marked. With a 
10 per cent protargol solution there were brownish 
black flecks but no web was noticed. With a 1 
per cent collargol there was a slight diffuse 
brownish tinge. With a 5 to 10 per cent sophol 
and a 10 to 20 per cent argyrol there was no tissue 
change. 

He examined the effects of these various salts 
on the capillaries in young fish and found that 
the effects corresponded to the above. If the 
silver acetate is neutralized by the use of a sodium 
chloride solution, it produces no tissue change 
and is strongly antiseptic; in addition its solution 
is stable. 

Terson believes that the organic silver salts 
possess many advantages over the nitrates. As 
to bactericidal effect, a 10 per cent argyrol solu- 
tion is equal to a 1 per cent silver nitrate, and the 
strength can be doubled or trebled without 
danger. A 5 per cent protargol solution is some- 
what more painful than argyrol but just as effect- 
ive. If the cornea is already involved, instillations 
of silver nitrate solution are dangerous. 

Anlauff takes up the question of the use of 
sophol in the gynecologic clinic at the University 
of Greifswald. This consisted in an experiment 
with 700 babies treated with a 5 per cent solution 
renewed every eight days. The reaction was very 
slight and transient. Of the 9 cases of con- 
junctivitis which developed, 2 were gonorrhceal: 
one on the fifth day which healed in 12.75 hours, 
and one on the seventh day. Two were pneumo- 
coccic from purulent lochia infected with the 
same organism; one developed on the third day 
and one on the fifteenth day; both recovered. 
Five were irritation catarrh, the courses of which 
were very chronic. Of these cases only 2, ac- 
cording to his idea, can be attributed to ineifect- 
iveness of sophol. In 68 cases, or 10 per cent, 
there was a slight irritation lasting from 3 to 12 
hours after instillation. Of the 9 cases of puru- 


lent conjunctivitis previously mentioned, 5 were 
early and 4 late. Sophol must be kept cold and 
be given cold as it soon precipitates. It is less 
irritating than the usual silver salts and may 
therefore be used again at the end of five days. 

Morax combined the ordinary silver treatment 
with vaccine therapy. Of 110 cases of gonorrhoeal 
ophthalmia treated with a 2 per cent silver nitrate 
instillation every other day, argyrol 20 per cent 
every hour, and washing with hot water, there 
were 15 ulcers with 9 perforations. In 6 cases 
vaccine therapy was used at first alone but two 
ulcerations developed and the usual form of 
treatment was applied. He advises against too 
much confidence in vaccine therapy in gonor- 
rhoeal ophthalmia neonatorum. 


(€) H#MORRHAGIC DISEASES 

Under the heading of hemorrhagic diseases we 
have included not only the ordinary hemorrhages 
but also intracranial haemorrhages. All, however, 
will be taken up separately under this heading. 

The subject of haemorrhagic diseases of the 
newborn has been one of general interest in the 
last few years, and in proportion to the amount 
of interest displayed a great quantity of literature 
has appeared upon this subject. Much of this 
literature consists of reports of one or more cases 
with a partial or complete review of the literature. 
Much too frequently the case has apparently 
been an excuse for writing a paper and has shown 
nothing of special interest. 

A general consideration of the subject is taken 
up by Kelley and Modigliani. The reports show 
nothing new. 

Joelsohn gives a detailed account of the clinical 
features in 8 cases which brings out nothing 
which was not previously known. 

Fairise and Bonnet report a case of hamor- 
rhagic disease combined with icterus and septico- 
pyzmia. 

Von Reuss’ exhaustive review is certainly deserv- 
ing of our attention. He first takes up the question 
of the sources of the hemorrhage and states that 
they may be due to rupture of the smaller vessels 
of the mucous membrane as the result of severe 
labor or outspoken asphyxia, or to erosion of 
these vessels. Hamorrhage is much less frecuent 
in the oesophagus than in the lower portion of 
the intestinal tract. 

Vorpahl has reported a case in a child 3 days 
old in which melzna suddenly developed in four 
hours. The melzna in this case was a result of 
rupture of vessels at the cardiac end of the cesoph- 
agus. The vessel formation of this region re- 
sembled that of an angioma cavernosum. 
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Commandeur has reported a case where an 
ulcer 2.5 mm. in diameter was seen on the greater 
curvature of the stomach. 

Clippingdale has reported a case of fatal haem- 
orrhage in a child one day old, in which there were 
small ulcers in the stomach and small intestines 
which he thinks were most probably due to 
bacterial infection. 

Pinninger reported a fatal case in which there 
was an ulcer one-half inch from the duodenum. 

Gallis has gone into the question of ulcers of the 
duodenum in the newborn and nursling. He 
discusses the theories, the embolic, infectious, and 
toxic causes so far as the newborn is concerned. 
The ulcers in the intestines of the newborn are 
practically always accompanied by melzna and 
characteristic of ulcers at this time is the severe 
degree of hemorrhage. The diagnosis of ulcer 
of the duodenum in the newborn is extremely 
hard to make. 

Lévegren, on examining 3 cases of melena 
neonatorum, found only one in which ulcers were 
present macroscopically. He thinks all ulcers 
are secondary and have nothing to do with the 
primary cause of melzna. 

Von Reuss states that ulcers may occur in the 
ileum and cecum. The number of ulcers may be 
many or few. These may be produced by 
bacterial infection through ischemia or through 
emboli or bacterial thrombi, though this. must be 
regarded as of very rare occurrence. He states 
that single ulcers are rather frequently found in 
the duodenum as well as in the stomach. He 
also calls attention to the fact that melzna is very 
infrequently found in later life when gastric 
ulcers are present, and that in severe forms of 
melena often no recognizable sources of hamor- 
rhage can be found. As to the cause of the con- 
dition he speaks of syphilis and states that no 
etiologic value for Gaertner’s bacteria has been 
proved. The ports of entry for septic melaena 
are many. They may come through the circula- 
tion by means of internal infection, etc., and they 
may be toxic substances of a non-bacterial nature. 
It is interesting to note in this connection that 
there is in all cases a change in the coagulation of 
the blood; in many cases there is also prothrom- 
bin. There may be a localized disease of the 
vessels which gives a definite production of 
thrombokinase. 

Hereditary influence seems to play a certain 
part. Interesting in this connection is the sur- 
prising statement of Bonnet-Laborderie who 
believes that in 3 cases of melaena neonatorum 
which were nursed by the same wet nurse, the 
cause was breast-milk which was relatively rich 
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in protein and poor in fat and sugar. The 
author thinks it possible that the composition of 
the breast-milk was such as to irritate the bowel. 
One certainly must be very cautious, it would 
seem, in accepting the author’s interpretation of 
these cases. 

The most important work on the pathology of 
hemorrhagic diseases of the newborn is that of 
Evarts Graham. After thoroughly reviewing the 
causes which have been ascribed to this condi- 
tion, he comes to the conclusion that probably in 
these cases there is some common process which 
will account for all. He calls attention to the 
fact that the condition is very similar to that 
induced by lack of oxygen and also to the late 
chloroform poisoning in adults. He then experi- 
mented upon pregnant guinea pigs by administer- 
ing chloroform to the mother several times before 
the birth of the young. By this means he was 
able to produce hemorrhage in some of the 
animals. Interesting in one case was the pro- 
duction of a hemorrhagic disease in the kidney, 
and a fatty degeneration resembling Buhl’s dis- 
ease in another of the same litter. Graham’s 
ideas have so frequently been misunderstood that 
it would be well to quote in full his summary, 
which is as follows: 

“Those conditions of the newborn characterized 
by hemorrhagic tendencies, icterus, and fatty 
changes are probably all syndromes which may 
occur as the result of a number of toxic agents. 
All of them, however, have been produced in 
these experiments by the action of a single experi- 
mental agent. Thus a picture indistinguishable 
from that called Buhl’s disease has been attained 
by the use of chloroform, as have also the dis- 
eases known as Winckel’s, melana neonatorum, 
etc. Chloroform is not held to be the only sub- 
stance that has this power. It stands rather as 
one member of a group of agents the effects of 
which in general and in individual organs are 
similar to those caused by lack of oxygen. 

“The essential features of these conditions 
have also been produced by direct asphyxiation 
of the foetus. The suggestion is therefore made 
that in nearly all of these pathological symptom- 
complexes there is a deficiency of oxidation, 
general, local, or selective, thus bringing this 
group of diseases into the general category of 
eclampsia, pernicious vomiting, cyclic vomiting, 
etc. In human beings, chloroform and asphyxia 
must, in many instances, be the determining 
causes. There remain, however, other cases in 
which different factors are to be sought.”’ 

Von Reuss distinguishes two forms in the 
clinical picture; the early and the late. The 
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early form occurs rarely later than 4 to 5 days; 
the late form occurs during the second week and 
is almost always of a septic nature. In the early 
form may be distinguished two groups. In the 
first, or benign, there is very little disturbance 
of the coagulation of the blood. In the first 
meconium we often find blood. The stool is 
black-red, brick-red, or a chocolate color, and 
has an unpleasant odor. The number of stools 
is 3 to 4 daily and the blood excretion lasts from 
1 to 3 days. This form occurs very frequently 
in premature children. Often the weight-curve 
remains unchanged and the presence of fever is 
unimportant. The causes of this form are vessel 
wounds and hemorrhage as the result of hyper- 
mic erosion and, at times, septic and toxic 
hemorrhages. The prognosis is generally favorable. 

The second group consists of the hamophilic 
form (not to be confused with hemophilia) in 
which coagulation of the blood is reduced. The 
hemorrhage begins most frequently on the second 
day, but may begin as early as the first, but never 
later than the fifth. In this form there is vomit- 
ing of blood as well as melena. The hemorrhage 
is profuse, the stools are frequent and foul- 
smelling, and there is rapid anemia with more or 
less icterus. The temperature is raised but this 
is usually transient; the body-weight drops. At 
times hemorrhages are to be seen in the mucous 
membrane of the mouth, gums, nose, and also in 
the skin. The total mortality of all cases of 
melzna was about 50 per cent, while in those 
complicated with hematemesis it was as high 
as 83.3 per cent. Among 31,300 births, melena 
occurred 27 times. The late form of melena 
begins at the end of the first or in the second or 
third week of life. It is of septic origin and 
usually is an enteritis hemorrhagica. 

The so-called melzena neonatorum spuria is of 
importance if the haemorrhage comes from the 
nose. Profuse epistaxis is one of the causes of 
hemorrhagic disease of the newborn. The blood, 
however, may come from the birth passage of the 
mother, especially if it is vomited in the first day 
of life, or from wounds of her nipples, and in 
other cases it may come from the base of the 
skull, from lung hemorrhages, or from wounds in 
the mouth. 

The treatment of melena neonatorum may 
best be taken up under three heads: (1) medici- 
nal; (2) serum; and (3) surgical. 

Moore used paregoric in 4 cases, of which one 
died and 3 recovered. 

Vallois reports 2 cases, of which one died and 
the other recovered. These were given 2 drops 
of 1:1,000 adrenalin daily. 
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Audebert advises the use of adrenalin and 
gelatine. He reports a case of uncontrollable 
hemorrhage from the umbilicus which began the 
fifth day. 

Lévegren had the best results with a ro per cent 
solution of gelatine given subcutaneously. 

Poursin advises the use of gelatine combined 
with horse serum. 

Most remarkable is the report of McGowan 
who had 3 cases of melazna neonatorum of which 
2 died and one recovered. In the latter case he 
used 4 to to ccm. of horse serum at different 
times, which was given by mouth. 

Lespinasse has had much success with the use 
of direct transfusion. He states that in these 
cases (1) the hemorrhage should be stopped; (2) 
lost blood should be replaced; and (3) infection 
should be overcome. He had 14 cases, none of 
which died of haemorrhage, but 2 died of syphilis. 
The severity of the condition varied greatly. In 
one case the patient was practically moribund. 
He used direct transfusion from the radial artery 
of the donor to the femoral vein of the child. 

Cooley advises direct transfusion, since it is 
impossible to determine what blood element is 
needed. For this purpose he uses the instrument 
devised by Freund. 

Vogt advises the use of a preparation of blood- 
platelets which is known as coagulen. It is given 
intravenously in a ro per cent solution in water 
or normal salt. 

Comby has reviewed the entire literature but 
offers nothing new. 

In regard to the use of human blood serum 
Franz, Goldstine, Merckens, and Moore have all 
reported good results. In 13 cases Goldstine had 
two deaths, one of which was probably due to 
intracranial hemorrhage since the cerebrospinal 
fluid on lumbar puncture showed blood. Franz 
obtained his blood serum from the umbilical cord. 
Serum obtained in this way is centrifuged and 
preserved with a few drops of chloroform. It 
may be kept in this way for several months. 

Schloss advises the use of whole human blood 
drawn directly from the vein of the donor and 
injected subcutaneously. Where it is possible, 
transfusion is preferable. 

Two cases of hematuria have been reported. 
One by Amesse where the only finding at autopsy 
was uric acid calculus of the kidney; another by 
Bordot in a 3-day-old girl baby where the 
hematuria ceased in 3 days after the use of 
ergotin. He states that the cause in his case was 
probably syphilis. 

In regard to metrorrhagia in the newborn, 
Gognitidge states that in 196 newborn less than 
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8 days old four cases of metrorrhagia were found. 
He thinks the cause is a temporary irritation of 
the genital organs due to substances elaborated 
by the placenta and liberated in the blood during 
labor, and he thinks the same substance may 
cause congestion of the mammary glands. 

In autopsy of 5,998 children under 2 years of 
age Kowitz found that there were intracranial 
hemorrhages in 16.9 per cent. He comes to the 
following conclusions: In both normal and arti- 
ficial births, intracranial hemorrhages or traces 
of them are found with decreasing frequency 
in the dura, arachnoid, ventricles, or brain sub- 
stance. In no trifling number the subdural 
hemorrhage gives rise to hemorrhagic pachy- 
meningitis (3.9 per cent of all children examined 
between 8 days and 2 years). From these changes 
children die most unexpectedly from pachymenin- 
gitis or other diseases against which such children 
have a poor resistance. There is probably a lesion 
of the brain which is concomitant with the 
hemorrhage from the birth injury. In older 
children the condition which is common is not 
due to hemorrhagic pachymeningitis. 

Thibault has carefully reviewed the literature 
on the intracranial hemorrhage of the newborn 
and reports rg cases, all of which died. He makes 
the following statements regarding this condition: 

“1, Meningeal hemorrhage constitutes one 
of the most frequent causes of death in the new- 
born. 

“9. These hemorrhages are produced at the 
time of birth. 

“3. They differ from the majority of menin- 
geal hemorrhages in the adult by the absence of 
previously inflamed encephalic membranes. 

“4, They are frequently accompanied by sub- 
serous ecchymosis which possibly depends on 
hemorrhagic diathesis. 

“5. Death is usually rapid and can be delayed 
only by lumbar puncture. 

“6, The cause is the traumatism which the 
head undergoes in passing through the bony 
pelvis.” 

For early diagnosis of subdural hemorrhage 
in the newborn Henschen thinks the most effect- 
ive means is puncture of the subdural space 
through the large or small fontanelle; while in 
cases in which the hemorrhage is in the region 
of the medulla, spinal puncture between the 
second and third cervical vertebrae is most 
effective. If the hemorrhage is not too great 
these measures may act as very efficient thera- 
peutic procedures. If the blood is coagulated 
the puncture may serve as a guide for operative 
interference. He reports a case of subdural ham- 
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orrhage in the frontal region successfully treated 
by puncture and operation with removal of the 
clot. He advises attempts to drain the subdural 
hemorrhage by the insertion of a comparatively 
large caliber cannula, point upward, between the 
parietal or occipital bones, and the removal of 
the fluid and coagulum found where possible. 

Voron and Rey report a case of death in 12 
hours, due to subarachnoid hemorrhage. The 
authors regard an abnormal fragility of the vessel 
walls as the cause of these hemorrhages. 

In 30 autopsies on the newborn infant, Leclerq 
and Papert found 13 cases of meningeal hemor- 
rhage and one of cerebral hemorrhage. They 
conclude that in the foetus at term these intra- 
cranial hemorrhages are due either to obstetrical 
trauma or to a congenital toxic infection. In the 
premature cases the cause lies chiefly in the 
friability of the blood-vessels whose walls are 
not able to support the compression during labor. 
These hemorrhages are in a certain number of 
cases accompanied by an extrameningeal extrav- 
asation of blood without dislocation of the ver- 
tebre or fracture of the skull. 

Manton reports 3 cases of intracranial hemor- 
rhage and emphasizes the importance of difier- 
entiating it as the cause of severe asphyxia. 

Green reviews the subject at length and reports 
autopsy findings. 

Benthen reports 10 cases of intracranial haem- 
orrhage due to rupture of the tentorium. In all 
but one of these cases this was the sole cause of 
death. All the children were born spontaneously. 
He believes that such cases are due to sudden 
strong pressure applied to the head to relieve the 
perineum, which by pressing on the frontal bone 
places the tentorium on a stretch and tears it. 

Eastman reports a case which was delivered by 
forceps; the child died on the seventeenth day. 
At autopsy hemorrhage was found in the lateral 
ventricle and also between the pia and dura. 

Abels reports two cases of ventricle haemorrhage 
in the newborn. In the first cases there were 
hemorrhages into all the ventricles of the brain, 
into the abdominal cavity, and into the supra- 
renals; in the lungs there was bronchitis with 
atelectasis. The clinical picture very closely 
resembled that of tetanus. In the second case 
the hemorrhage was into the lateral ventricle 
alone; there were also hemorrhagic erosions in the 
stomach. Abels thinks that the cause of the 
condition is overfilling and rupture of the veins 
of the choroid plexus during birth. 

Very interesting are the findings of Gréne. 
In 4 cases he found a condition of epidural ham- 
orrhage in the spinal canal, in 3 of which there 
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were no recognizable causes of death. In one the 
tentorium was torn. In 2 cases of twins, one of 
each set was affected. Both of these cases had 
the following points in common: They were twin 
babies and relatively small weak children; the 
delivery was easy and spontaneous; there were 
no signs of trauma and no signs of syphilis. In 
each case the other twin survived. In all 4 of 
his cases the hemorrhage was located beneath 
the dura and extended from the foramen magnum 
to the dorsal region, and was most voluminous 
in the cervical region. It was especially localized 


Ill. 


(a) GENERAL CONSIDERATIONS 

In the general consideration of infection of the 
newborn von Groer and Kassowitz have taken up 
the subject very exhaustively and a short résumé 
of their work will hardly do justice to it, as this 
alone is a subject which requires exhaustive 
study. However, there are many points of 
special interest in their work and an attempt will 
be made to give these. 

Infection of the newborn may be due to (1) 
germinal infection; (2) intra-uterine infection, of 
which there are two types: hamatogenic and 
amniogenic; (3) infection during birth; and (4) 
infection in the first days of life. 

The possibility of germinal infection has been 
raised but so far has never been proved and the 
weight of medical opinion is against it. Intra- 
uterine infection of hamatogenic origin can occur 
by metastases from infection of the mother, as 
has been demonstrated with the typhoid bacillus, 
staphylococcus, streptococcus, and pneumococ- 
cus. It is doubtful whether influenza and cholera 
are carried in this manner but it is probably true 
that malaria is thus transmitted. Variola is 
certainly transmitted in this way; the mother 
with variola at the end of pregnancy can give 
birth to a perfectly normal child which later 
develops smallpox. Measles seems to be carried 
in rare cases, and possibly scarlet fever. There 
is no doubt that tuberculosis has been found to be 
transmitted in this manner but such cases are 
extremely rare, and tuberculosis of the placenta 
is by no means always followed by tuberculosis of 
the foetus. Syphilis is most frequently trans- 
mitted in this way. 

Amniogenic infection is of rather doubtful 
occurrence and is certainly rare. It is possible 
that by early rupture of the amniotic membrane 
the fluid may become infected from vaginal 
bacteria. 
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about the sides and at the nerve-roots. No 
wound of the dura or fracture of the vertebra was 
found. 

(f) BUHL’S DISEASE 

Luksch reports an autopsy in a four-day-old 
child, dead of Buhl’s disease. He sums up the 
findings as follows: 

An acute intestinal catarrh was followed by a 
typical bacillus-coli bacteremia which led to 
stoppage of the small vessels and to formation of 
thrombi in the large ones. This produced ham- 
orrhage and fatty degeneration. 


INFECTIONS 


The following conditions predispose to infection 
during birth: (1) premature rupture of the bag 
of water; (2) breech presentation; (3) physiologic 
trauma by which infection can enter the respira- 
tory and gastro-intestinal tracts and the con- 
junctiva. It may be that aspiration of infected 
amniotic fluid is an important factor in the pro- 
duction of pneumonia. This may also result in 
infection of the middle ear through the eustachian 
tube and the extension of such infection to the 
meninges. The gastro-intestinal tract is prob- 
ably a very important source of infection and the 
meconium is a favorable culture medium. The 
mouth cavity soon after birth is seen to contain 
the same bacteria which are found in the vagina 
of the mother. Gastro-enteritis may occur as a 
result of infection of the meconium. 

In the infection of the conjunctiva not only 
gonococci but other bacteria are involved; nota- 
bly streptococci, staphylococci, pneumococci, and 
bacillus coli. In rare instances the skin may be 
infected. In certain cases of pemphigus neona- 
torum this is demonstrated. Infection during the 
first days of life may occur through the umbilical 
wound, and here the vaginal bacteria are of the 
greatest importance. 

The existence and development of infection 
depends to a large extent on the treatment of the 
umbilical cord. Tetanus may enter in this way; 
it usually begins on the fifth to the twelfth day; 
but by far the most frequent infection is that by 
the pus cocci. This can remain local or have a 
progressive phlegmonous character. Besides the 
umbilical cord, any epithelial defect can be the 
entry place for bacteria in the skin — pemphigus 
neonatorum simplex and dermatitis exfoliativa, 
also thrombi of the skin, and erysipelas. Mastitis 
in the newborn can come in this way. Infection 
through the mouth may be the source of the pro- 
duction of Bedner’s aphthe, and infection of the 
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salivary glands. True tonsillar diphtheria is 
extremely rare, but localization on the nasal 
mucous membrane is of more frequent occurrence. 

In the respiratory tract there may be the usual 
pneumococci, perhaps rarely tuberculous pneu- 
monia, and still more rarely bronchial gland 
tuberculosis. Infection may also enter through 
the gastro-intestinal tract, though the importance 
of such infection is not yet determined. Ex- 
tremely rare in the first weeks of life are acute 
exanthemata. Measles is only found in the new- 
born whose mother has recently had the disease. 

As to immunity, paternal transmission must be 
entirely disregarded. By animal experiments it 
has been proved that antibodies of various sorts 
pass through the placenta. This is true of agglu- 
tinins, precipitins, hemolytic amboceptors, and 
opsonins. In all cases in which the serum of the 
mother animal contained antibodies these were 
transmitted to the offspring. This immunity of 
the offspring has a distinctly passive character 
independent of the method. In some cases the 
degree of immunity of the serum of the offspring 
may be higher than that of the serum of the 
mother. Anaphylactic reactions have been found 
in the guinea pig. 

As to the question of immunity in man typhoid 
agglutinins probably are transmitted. This also 
holds true for tuberculosis. As to acute ex- 
anthemata, it is altogether likely that the new- 
born is protected by antibodies for measles; this 
is also probably true for scarlet fever. It is in- 
teresting to note that where the mother has been 
vaccinated for smallpox, in the majority of cases 
it has been impossible to have a vaccination take 
on the newborn. As to the transmission of syph- 
ilitic immunity in the newborn there is some 
question. The mother and the child react to the 
Wassermann test independently of each other. 
Diphtheria protective bodies are to be found in 
the umbilical blood serum in from 83 to 84 per 
cent of all infants, so that diphtheria antitoxin 
may be regarded as a substance which physiologi- 
cally passes from the mother to the child, but the 
ability to produce diphtheria antitoxin under 
normal conditions comes only in adult life. 

As to trophogenic transmission of immunity, 
according to some authors there is an enteral 
passive immunity in infants. One can certainly 
deny the transmission of protective bodies for 
tuberculosis, and regard as doubtful the trans- 
mission of scarlet fever and measles antibodies. 
Many writers hold that the mother’s milk brings 
natural immune bodies to the infant organism. 
The form of immunity peculiar to the newborn and 
the foetus is that due to a deficiency of receptors. 
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Noack has examined carefully into the question 
of infection of the foetus from the vaginal secre- 
tion of the mother. He states that there are two 
possibilities, one where the bag of waters ruptures 
early and the amniotic fluid becomes infected, 
and where it ruptures late and the child is infected 
during its passage through the birth canal. In 
the former condition the infected amniotic fluid 
may be aspirated or swallowed, or may even 
cause otitis media by passing into the eustachian 
tube. 

The skin of the infant may be infected causing 
pemphigus, erysipelas, or gonorrhoeal exanthema. 
The eye may be infected, causing gonorrhoeal or 
other forms of ophthalmia neonatorum. The 
gonorrhceal ophthalmia in some cases has led to 
gonococcemia with purulent arthritis. Infection 
may come through the nose and mouth producing 
pneumonia or otitis media sometimes followed by 
fatal meningitis, gastro-enteritis, pseudodiph- 
theria, stomatitis, and gonorrhceal inflammation 
of the mouth. 

In 30 cases where the vaginal secretions of the 
mother and the mouth cultures from the child 
were bacteriologically examined there was a very 
definite agreement. Indirectly there may be an 
infection of the breast of the mother by bacteria 
from the child’s mouth which came originally 
from the mother’s vagina. Other locations of 
infection are the mammary glands, the umbilicus, 
the vulva and vagina, and possibly the anus. 

He believes that the vaginal secretions have a 
much greater importance as infection producers 
in the newborn than simply as producers of 
ophthalmia neonatorum. 


(b) ACUTE 

As regards ordinary infections with the pus 
organisms the following cases have been reported. 
David has reported a case of septicopyemia of 
umbilical origin with phlebitis afflicting both 
lower extremities. This was followed by ascites. 
The umbilical infection was first noted 27 days 
after birth, the phlebitis 10 days later. The 
child died on the sixty-fifth day of multiple 
abscesses. 

Azema reports a case of infection following 
vaccination in a baby 12 days old; the child was 
vaccinated on the first or second day; on the 
twelfth day osteomyelitis developed, and the 
child died on the thirty-second day. 

Broca advises as a prophylactic measure to 
prevent mammilis in the newborn that a cotton 
compress be applied over the engorged glands; no 
medicaments are to be used. If inflammation 
appears hot dressings should be applied, and if 
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fluctuation be present the abscess should be 
incised. 

In examination of the relation of diphtheria 
protective bodies in the newborn to those of the 
mother, Kassowitz comes to the following con- 
clusions: (1) The protective body content of the 
newborn against diphtheria toxin is in complete 
agreement with the content of the mother’s blood 
in this material. This is found in 84 per cent of 
all mothers and newborn. (2) The rarity of 
diphtheria in the newborn is in close agreement 
with the immunity of the mother. (3) About 50 
per cent of the serum immune parturients and 
normal women react positively to diphtheria 
toxin. The intracutaneous test with diphtheria 
toxin when positive therefore gives no conclusion 
as to the protective body content of the serum. 
(4) About half of the serum immune women are 
sensitive to the overneutralized toxin-antitoxin 
mixture. (5) Some women react positively to 
the toxin inactivated by boiling, but this reaction 
does not always correspond with the sensitiveness 
against neutralized toxin. 

Groer, after elaborate experimentation as to 
the nature of the diphtheria protective bodies to 
be found in the umbilical cord, comes to the con- 
clusion that they are completely identical with 
the protective bodies of antitoxin. 

In the course of an epidemic of measles Stein- 
schneider saw a case in an infant 9 days old. The 
eruption was typical as were the symptoms and 
the course. The child recovered. The mother 
had had bromides in small doses the day before 
eruption appeared but this would hardly account 
for the typical measles as described. 

Cockayne reports a case of whooping cough in an 
infant 5 days old. On the third day after de- 
livery the mother developed whooping cough, the 
infection having been acquired from a son three 
and one-half years old. He cites several cases 
from the literature, many of which seemed to be 
quite doubtful. 

Gatti reports a case of pertussis which began 
on the fifteenth day of life; he saw the child 4 days 
later; the infection was acquired from a sister. 
The child died 12 hours after admission to the 
clinic in a state of apnoea following a paroxysm of 
coughing. In this case mucus from the throat 
showed bacilli like the Bordet-Gengou bacillus. 

Wolff reports a case of tetanus neonatorum which 
recovered. The case occurred in a_ breast-fed 
baby 11 days old with an umbilical infection; the 
child showed typical symptoms of tetanus. One 
hundred units of tetanus antitoxin were given 
subcutaneously immediately about the umbilicus 
and on the next and second day following 100 
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units each were given, one-half intramuscularly 
and one-half subcutaneously. It was necessary 
to give bromides and chloral hydrate in order to 
reduce the spasms sufficiently so that the child 
could be fed by gavage. At 7 weeks of age the 
child had been completely normal for 14 days. “4 

Leidenius reports a case of gonoccocic se pti- 
cemia in a newborn infant on the tenth day of 
life. Redness and swelling were noted about the 
right knee-joint, followed in a few days with in- 
volvement of the left elbow and mandibular 
joint. Puncture gave a thin pus which con- 
tained the gonococci. After about 8 weeks the 
functions returned and at 6 months the child 
was apparently normal, no ophthalmia was found 
clinically and no gonococci were to be found on 
examination of the conjunctival sac, mouth, or 
urethra. Three days after birth gonoccocci were 
found in the lochia of the mother; gonoccocci 
were found neither in the blood of the mother 
nor in that of the child. 

Of 2,657 cases of erysipelas treated in the isola- 
tion hospital in Paris only one occurred in a child 
under one month of age, and this was by direct 
contagion from the mother. The usual location 
of erysipelas in the newborn is about the um- 
bilicus. Oftentimes patches appear in different 
parts of the skin far removed from the original 
location. Recovery is very rare. 

Lereboullet and Moricand report a case of 
variola in a 14-day-old baby, the mother having 
developed variola the day before its birth. The 
first exanthem appeared on the fourteenth day 
on the trunk and limbs; the second 3 days later 
on the head, and shortly thereafter a third attack 
on the cheeks, tongue, and inner surface of the 
lips. The weight during 14 days remained 
stationary. The temperature at first was up to 
39° C. but soon became subnormal and varied 
between 35 and 36°. Recovery began on the 
fourth day. 

Brumpt and Tissier report malaria in a new- 
born infant. The attack was initiated on the 
eighteenth day with convulsions and_ fever. 
On the twenty-third day the malarial parasite 
was found in the blood. This was benign and 
of the tertian type; the child recovered. This 
was in all probability a true case of congenital 
malaria. The mother had developed malaria 
4 months previous to the birth of the child, and 
the child was born in a portion of France absolute- 
ly free from malaria at that time of the year 
(October). 

Concetti reports a case of malaria which devel- 
oped on the second day after birth. This was a 
quartan fever. The child was given quinine 
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treatment and recovered. On three occasions 
after treatment had been begun it was impossible 
to discover the parasite. Four to five hemor- 
rhagic infarcts were found in the placenta. It 
seems that there may be a great deal of ques- 
tion as to whether this case was truely one of 
malaria. 

Goebel reports a case of purulent meningitis 
in an infant 9 days old caused by bacillus proteus. 
Death occurred in 17 days. Agglutination of 
the infecting organism at 1:60 was seen. The 
source of infection is unknown. 

In taking up meningitis in the newborn Dryol 
reports two cases due to the pneumococcus; the 
first developed on the seventeenth day and the 
child died on the twenty-second day. The 
second case was in an infant 9 days old and the 
child died on the thirteenth day. In this case 
pneumonia was accompanied by hepatization 
of the bases of both lungs. In taking up the 
literature of meningitis in the newborn he has 
been able to collect the following cases: menin- 
gitis due to pneumococcus, 7 cases; to bacillus 
coli, 7 cases; meningococci, 2 cases; streptococci, 
2 cases; lactisa erogenes, 1 case; syphilis, 3 cases; 
and unknown, 7 cases. He then takes up in 
detail the question of pneumococcic meningitis 
in the newborn. The diagnosis is to be deter- 
mined by lumbar puncture. The course is 
extremely rapid —1 to 5 days. No treatment 
is of any avail. 

Fabre and Bonnet report a case of pneumococ- 
cic meningitis in a child 5 days old with death 
4 days later. In their opinion this case was one 
of vaginal infection. The mother had a general 
febrile affection and the pneumococcus was 
obtained from the lochia. The maternal infec- 
tion may have been localized in the uterus; at 
least there were no !ung findings. 


(c) CHRONIC 

Fabre and Rheuter held autopsies on 67 new- 
born with the idea of determining the diagnostic 
value of the syphilitic epiphyseal lesions. They 
divided their cases into three groups. The first 
group consisted of cases of certain syphilis, of 
which 13 were positive, 2 doubtful, and 2 nega- 
tive. In the second group were 23 cases of 
probable syphilis, of which 16 were positive 
and 7 negative. In the third group of 27 
in which there were no signs of syphilis, 3 
were positive and 2 doubtful. They believe 
that the sign of Wegner (syphilitic epiphyseal 
lesions) is of great value in the diagnosis of 
congenital syphilis. No microscopical report was 
published. 


INTERNATIONAL ABSTRACT OF SURGERY 


Sauvage and Gery, in an autopsy on a child 
dead on the fifth day of life, found large gummata 
in the lungs and liver. Only a few spirochetes 
were found in the substance of the liver and lung 
and in no other organs, but spirochetes were 
numerous in the gummata. 

Bonnet-Laborderie, in speaking of sudden 
death in syphilis, calls attention to the fact that 
in almost all of these cases there is an increase 
of the abdominal content either from ascites or 
enlarged organs — especially the liver and spleen 
—or from both. This he believes to be respon- 
sible for the acute asphyxia through pressure on 
the diaphragm. He later reported a case in which 
he acted upon this theory and removed 600 ccm. 
of fluid by paracentesis from the abdominal 
cavity of a newborn infant in a state of as- 
phyxia. This restored regular respiration and 
on palpation of the abdomen a very large liver 
was found. 

In regard to the technique of the Wassermann 
reaction in early life, Lesser and Klages, on 
examination of the umbilical blood from 1,280 
newborn, came to the conclusion that the pres- 
ence of “reagins” in the umbilical blood is 
indicative of spirochete in the infant organism. 
The fact that the Wassermann reaction once 
positive tends to become stronger speaks for 
elaboration of the “reagins”’ in the infant body 
and not for their acquirement from the mother. 
Where Lesser’s ether heart extract was used the 
Wassermann reaction always agreed with that 
of the mother; while with the foetal liver extract 
this was frequently not the case. This differ- 
ence occurred in almost half of the syphilitic 
newborn. 

Roux states that a negative Wassermann in the 
newborn does not exclude lues. A positive reac- 
tion in the first 14 days speaks only with great 
probability for lues. If the reaction in the blood 
is negative and the infant has a paralysis of 
unknown etiology, the lumbar fluid should be 
tested. The blood should not be examined before 
the tenth day. 

D’ Astros and Teissoniére state that the propor- 
tion of positive reactions increases as the age 
becomes greater. In 84 infants less than one 
month old and weighing less than 2,500 grams, 
there were 73 negative reactions. This they 


regard as an argument against syphilis being an 
active cause of congenital debility. One might 
question whether such a possibility was justified 
in view of the fact that the Wassermann test is 
notably uncertain in young infants. 

Grulee, after a review of the literature on the 
subject of laboratory diagnosis of syphilis in 
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young infants, comes to the following conclu- 
sions: 

1. There is no test which is proved to be 
pathognomic of congenital syphilis in the early 
stages between the birth and the development of 
active symptoms. 

2. The examination of the urine and the rou- 
tine examination of the cerebrospinal fluid for 
globulin content and cells offers little evidence 
of value for the diagnosis of this stage of the dis- 
ease. 

3. The evidence as to the Wassermann reac- 
tion all goes to show the unreliability of the test 
at this age. 

4. The Lange gold chloride reaction on the 
cerebrospinal fluid offers some hope at present 
that the evidence obtained in this way may be 
of distinct benefit. 

5. Sofar as may be judged from the luetin test 
at present reported, active treatment with mer- 
cury materially influences it, so much so that 
without mercurial treatment no case has as yet 
proved positive. It may be stated, however, that 
the Noguchi test has a distinctly negative value, 
inasmuch as in all cases not syphilitic the reaction 
was negative. 

As to the treatment of syphilis, a few articles 
have been written on salvarsan in the newborn. 
Chambrelent, after a review of the literature, 
comes to the conclusion that this method of 
treatment does not entirely replace the mer- 
curial treatment. The direct method is the meth- 
od of choice but must be used with great pru- 
dence. It is especially to be recommended when 
the skin lesions are severe or where mercury has 
failed. He prefers intramuscular or subcuta- 
neous injection to the intravenous in the nursling. 
The maximum dose should be to to 15 mg. per 
kilo weight. 

As to the effect of salvarsan treatment on the 
mother, Lemeland and Brisson come to the fol- 
lowing conclusions: Salvarsan can be employed 
in pregnant women without danger of death to the 
foetus or of producing premature labor provided 
small doses are given and repeated every few days, 
but massive dosage is dangerous for the mother 
and probably for the child. Salvarsan seems to 
favor the foetus in utero and its action is more 
beneficial the earlier and more energetic the treat- 
ment. The presence of a negative Wassermann 
reaction in the mother does not permit one to 
conclude that there is a non-infection of the 
foetus in utero. Four women were given neo- 


salvarsan; one gave birth to a dead foetus, one 
child died on the second day of umbilical ham- 
orrhage; no spirochetes were found. 


The other 
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two children lived and both were well when last 
heard from. 

Duperie reports a case where the mother dur- 
ing the seventh month of pregnancy was given 
0.3 centigrams of salvarsan which had been pre- 
ceded by a 4o-days’ treatment with proto-iodide of 
mercury. The child was born 6 days after the 
injection and died in less than one month of facial 
erysipelas. Spirochetes together with strepto- 
cocci were found in the liver and suprarenals but 
they were mostly atypical in form. 

Miller reports a case of tuberculosis in a child 
which died on the third day. The temperature 
was normal throughout and there were no 
cyanotic attacks; respiration was short and 
labored and the child did not nurse well. The 
mother left the hospital well, but returned five 
months afterward with tuberculosis of the 
uterus, and died of miliary tuberculosis in two 
months. Autopsy of the child showed miliary 
tuberculosis of the liver and spleen, a tubercle in 
the pancreas, 2 typical ulcers in the ileum, miliary 
tuberculosis of the lungs, massive tuberculosis of 
the retroperitoneal lymph-glands, and a caseous 
mass in the thymus. Tubercle bacilli were found 
in the lesions. 

Moller calls attention to the fact that the mere 
presence of tubercle bacilli in the blood does not 
prove the tuberculosis to be congenital since they 
might enter at the time of birth. Another source 
of infection is the swallowing of infected material 
such as amniotic fluid at the time of birth. True 
congenital tuberculosis is evidenced by infection 
through the umbilical vessels with tuberculous 
lesions in the liver and in the lymphatic glands 
about the hilus of the liver. To be certain that 
the case is congenital the child must die within 
2 weeks and show characteristic lesions containing 
tubercle bacilli. 

Grukee and Harms reported a case of miliary 
tuberculosis in a child which died on the eleventh 
day. This child showed throughout an irregular 
temperature. On the fifth day it had a convul- 
sion which continued until death. The liver and 
spleen were found to be enlarged. At autopsy 
there was found caseous tubercles of the peri- 
portal and mesenteric lymph-glands, miliary 
tuberculosis of the spleen with caseous nodules, 
and a few scattered nodules in the liver, lungs, and 
kidneys. The mother of this child had what was 
apparently only a healed tuberculosis of the hip. 
She had, however, a vaginal discharge of unknown 
etiology, and it is possible that the condition was 
similar to the case reported by Moller. The 
mother was alive several months after the infant 
was born 
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IV. CONSTITUTIONAL AFFECTIONS 


(a) HEART AND LUNGS 

Hecht reports a case of arrhythmia showing 
on the electrocardiagram a curve similar to 
that of auricular extra systole. The arrhythmia 
disappeared on the seventeenth day of life. 

Reano found purulent pleurisy together with 
bronchopneumonia in a baby 24 days old, 
which had a suppurative process in the skin. 
There was also a fibrinopurulent pericarditis. 
The streptococcus and staphylococcus were 
isolated from the lesions. 

Thaysen, in the obstretrical ward of the Uni- 
versity of Copenhagen, in autopsies of 111 babies 
under two months of age, found pneumonia in 
33 cases. Of the 99 under ro days of age, 26 cases 
were found, or over 25 per cent. He thinks 
that in many instances a mistake has been made 
in designating the lung condition atelectasis, 
when, in fact, a true pneumonia exists. Fre- 
quently one finds only microscopically recogniz- 
able pneumonic areas in the upper lung. In only 
5 cases was a bacteriological examination made 
and in all of these were gram-positive cocci. The 
pneumonia in these cases was not catarrhal but 
suppurative. He states one can distinguish 
in the newborn the following conditions: 

1. The placental infection, including syphilitic, 
tuberculous, and probably also pneumococcic, 
and, in rare cases, streptococcic or staphylococ- 
cic pneumonia. 

2. Aspiration pneumonia acquired either 
through aspiration of the fetid uterine secretions 
or from purulent secretion from a pathological 
birth passage; also at times from a normal birth 
passage. 

3. Aérogenous pneumonia, which is probably 
extremely rare in the first days of life. 

4. Metastases from umbilical infection or 
other external infections; these two are extremely 
rare at this age. 

Of these groups, unquestionably the most 
frequent are the aspiration pneumonias, and 
especially the form which is acquired through 
aspiration of virulent bacteria from the secretion 
from the birth passage of a healthy woman. 


(b) GASTRO-INTESTINAL TRACT AND HERNIA 


Lewin reports a case of purulent parotitis in 
an infant 14 days old. The right parotid was 
first affected and the left 12 days later. After 
the abscess was opened recovery was rapid. 
Staphylococci were found in the pus. He thinks 
the condition is probably due to deficient empty- 
ing of the parotid secretion. Von Reuss also 


mentions a case of left-sided purulent parotitis 
in a newborn infant. 

Brennemann has reported three cases of 
atresia of the esophagus. In reviewing the 
literature he finds that 75 per cent of the cases 
are of the type which he found in all three of his. 
This type is the same as that described by Richter. 
The birth-weights in his cases while usually 
described as low, were, respectively, 5 lb. 9 0z., 
7 lbs. 12 oz., and 7 lbs.— an average of nearly 
7 lbs. The three cases which he reports died in 
9, 712, and 8days. The cause of death is usually 
bronchopneumonia. As to weight, the loss in his 
cases amounted to 25, 30, and 4o per cent re- 
spectively, with nearly 75 per cent of this loss in 
the first three days. The temperature in each 
case showed a distinct elevation after the second 
or third day, though in one case the temperature 
dropped and was subnormal. Sclerema was a 
distinct feature. The meconium passed was not 
different from that of the normal infant. At- 
tacks of suffocation and cyanosis were very 
frequent, especially when food and water were 
given. In one of his cases the epigastrium was 
distinctly bulging and tympanitic, doubtless 
due to the fact that the passage into the stomach 
through the cesophagus to the trachea was open. 
He discusses the treatment in detail but nothing 
of value has as yet been devised. 

Richter reports his experience in congenital 
atresia of the oesophagus. The site of the atresia 
is on a level with the bifurcation of the tract; 
there is complete separation of the two segments 
of the cesophagus; the upper segment ends below 
as a dilated pouch, and the lower segment joins 
the stomach at the cardia and communicates 
with the trachea or bronchi. All four of the 
cases operated upon were well-formed, fully 
grown infants. The symptoms consisted in— 

1. Regurgitation at once of everything taken, 
beginning with the first feeding. 

2. Continuous discharge of saliva and mucus 
from the mouth. 

3. Spells of cyanosis at frequent intervals, 
especially after feeding. 

4. Crying or coughing tending to distend the 
abdomen. 

5. Difficult respiration and marked respiratory 
retraction of the chest and abdomen. 

6. Passing of the catheter into the cesophagus 
disclosed a complete block 10 to 12 cm. from the 
gums. 

7. Earlyrise of temperature with cough usually 
indicating pulmonary involvement. 
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The operation which he planned was as fol- 
lows: First, the closure of the gullet; in this 
procedure no pouch must be left to accumulate 
fluid and no part of the cesophagus must be 
sacrificed. The thorax is next opened widely 
under positive tension and the cesophagus is 
isolated near the bifurcation of the trachea and 
a ligature is passed around it. The details of 
the operation are as follows: 

The child is placed under a general anesthesia 
by the intratracheal method, and, when the 
operators are ready to begin, a pad is firmly 
bandaged on the abdomen. Incision is made in 
the sixth right interspace beginning at about the 
angle of the ribs behind and extending forward 
two inches. The ribs are widely separated and 
a finger is inserted. A flat retractor is used to 
draw aside the lungs; the cesophagus is isolated 
and ligated, or better, the parts which were 
crushed with a heavy clamp are separated, 
cut, and both ends tied. In closing the chest a 
single pericostal suture is applied; gastrostomy 
is then done. Hereports two cases, both of which 
died. 

Lorenzini, in a case where the infant had failed 
to pass urine in the first 5 hours, gave an enema 
which removed from the rectum a gelatinous mass 
10 cm. long and 2 cm. in diameter. The child 
died later of bronchopneumonia. This is the 
sixth case of mucous plug in the rectum reported 
in the literature, according to Lorenzini. 

Von Reuss showed the meconium from a case 
of foetal enteritis membranacea. The meconium 
is mixed with a membrane of mucus in which 
cells are embedded. 

Stamm reports a case in a newborn infant 
in which even after drastic catharsis no stool 
was passed until the eighth day. At that time 
a diarrhoea started and the temperature began 
to rise and death occurred on the tenth day. At 
autopsy necrotic areas were found in the lower 
third of the small and the upper half of the large 
intestine. The wall of the intestine was in many 
places covered by a thin easily removable fibri- 
nous membrane. He designates the condition 
enteritis necrotica of the newborn. 

Henneguier, in reviewing the subject of in- 
testinal occlusion in the newborn, states that it 
can be due to deformities, to obstruction by a 
compact hard mass of meconium, to compression, 
and to abnormalities of position such as hernia. 
If after 36 hours there is no evacuation of meco- 
nium after flushing the bowel the diagnosis may 
be made. This is especially true if the other 


characteristic symptoms of intestinal obstruction 
be present. 


Surgical treatment consists in 
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removal of the obstruction, anastomosis of the 
bowel, rectal implantation, and artificial anus. 

Vaccari reports successful operation on a 
newborn infant for right inguinal hernia which 
contained a ruptured appendix. Drainage was 
instituted and recovery took place in to days. 

Remsen reports a like case in a child 16 days 
old which was brought to the hospital because of 
persistent vomiting and red stools; a tender 
lump was felt in the right inguinal region. Oper- 
ation disclosed an acute appendicitis in a hernial 
sac. Recovery was prompt and uneventful. 

In regard to the dressing of umbilical hernia 
in the newborn, Smester favors a simple adhesive 
without the use of button, cotton, or other 
material. The sides of the ring are to be care- 
fully approximated before the plaster is applied. 

Whitlocke reports two cases of strangulated 
hernia in the newborn, one in an infant 22 days 
old in which no stool was passed for 5 days. In 
the sac were found the right ovary and tube and 
a small loop of the small intestine. At operation 
no resection was done and the child recovered. 
The second case was in a child 17 days old; no 
stool had been passed for 4 days. ‘The sac 
contained part of the cecum with part of the 
appendix. The appendix was removed and the 
cecum returned to the abdomen. Recovery 
was complete and rapid. 

Vogt reports a case of intestinal obstruction in 
an infant which died on the fourth day and which 
at autopsy showed a hernia duodenojejunalis 
together with bronchopneumonia. 

Vannessen collected 24 observations of dia- 
phragmatic hernia in the newborn. The condi- 
tion is four times as frequent on the left as on 
the right side. Among the most frequent hernial 
contents are the small intestine, the liver, and 
the stomach; then the large intestine, spleen, and 
pancreas. Diaphragmatic hernias may be di- 
vided into two groups: embryonal and foetal. The 
embryonal or false are without a sac and are 
never anterior. The foetal or true have a sac 
and have no special point of election. The 
diagnosis is based on difficulty in respiration, a 
peculiar cry, cardiac dullness with beat to the 
right, intestinal resonance on the right or left 
side of the thorax, penetration of air sucked into 
the intestinal canal with borborygmus. Prog- 
nosis is very grave and treatment is of no avail. 

Wetterdal reports autopsy findings in a case 
of diaphragmatic hernia of the false variety on 
the right side. In the statistics from two Stock- 
holm hospitals he finds accounts of 17 cases of 
diaphragmatic hernia in 39,403 newborn, a 
percentage of 0.043 per cent. The false hernia 
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is 7 times as frequent as the true, and the right- 
sided 6 times as frequent as the left-sided. He 
has collected from the literature of the true 
variety 10 cases of right and 20 of left diaphrag- 
matic hernia; of the false variety, 49 right and 
302 left. 

In a case of septicopyemia due to streptococci 
Mensi found multiple abscesses of the liver to- 
gether with cerebral abscess. The symptoms 
began on the fourteenth day and the child died 
on the twenty-first. 

Epstein reports a case of congenital atresia of 
the bile-ducts; the child died at 6 weeks. At 
autopsy the atresia was shown to be a closure of 
the distal end of the common duct. The condi- 
tion therefore offered some chance of relief from 
operation. 

Ylpp6 reports at length two cases of congenital 
closure of the bile-ducts in both of which the 
Wassermann reaction was negative. In one the 
upper part of the cystic duct and common duct 
were closed and there was a cherry-sized cyst 
filled with bile in the other. There was aplasia 
of all ducts. In regard to the question of the 
nature of this condition he thinks it is fair to 
conclude that the cause of this malformation lies 
in the embryo or is produced through the per- 
sistence of the foetal physiologic epithelial oc- 
clusion. In the metabolic experiments carried 
out in these cases he found that 63.5 per cent of 
the ingested fat was retained and 73 per cent of 
the fat was split. There was no lipuria. Of the 
bilirubin given per os no recognizable quantities 
were absorbed and it was quite remarkable how 
small the quantity of biliary coloring matter was 
which was excreted in the urine. 


(c) NERVOUS SYSTEM 


Heim calls attention to the fact that many 
newborn are physiologically hypertonic; the babies 
lie almost in opithotonos, the head is drawn back 
and the extremities are in marked flexion. The 
muscles feel hard but there is no increased elec- 
trical irritability. The shape of the head in 
these cases is usually a dolicocephalus. For 
weeks and months it is extremely difficult to 
feed these babies in such a way that they gain. 
The length growth is not affected. The weight 
increases later if a food rich in albumin is given 
with the breast milk. These infants vomit easily. 
As weight increases hypertonicity decreases. 

Kriiger and Franke report a case of acute 
tetany with death on the second day after birth. 
They regard the case as due to septic infection. 
Streptococci were found in the intestine. A 
complete autopsy was not possible. 
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Dunoyer has taken up the question of tetani- 
form convulsions in the newborn. He states 
that in the newborn there are found generalized 
convulsions, permanent contractures with tris- 
mus, opithotonos, and paroxysmal spasms. 
Examination of the electrical irritability will 
determine between tetany and tetanus. Lumbar 
puncture will eliminate cerebral and meningeal 
conditions. The thesis contains a review of 
the subject but nothing new. 

Von Reuss showed a case of clonic twitchings 
of the right side of the body, a result of brain 
trauma. The twitchings began on the third 
day with an attack of cyanosis. The child vom- 
ited and had to be fed by gavage. Convulsions 
ceased on the seventh day after the use of chloral. 
Lumbar puncture gave a clear fluid. It is 
interesting to note in this case that the child 
had a left-sided purulent parotitis. 

In determination of eye paralysis in the new- 
born, Bartels observed that in “rotation” of 
infants immediately after birth there was no 
rotation nystagmus but only the first phase, the 
slow opposite movement of both eyes; if either 
eye fails to follow through this movement there 
is a paralysis. 

He reports a case where the left eye never 
followed past the middle line; later, this phenom- 
enon disappeared to a large degree; i.e., after 
true rotation nystagmus developed there was 
less difference between the two eyes. He con- 
cluded that the infant had an affection of the 
left abducens. The birth was a severe one and 
he thinks it likely that this was a hemorrhage into 
the abducens nucleus. To elicit this sign one 
holds the child in the arm and swings to the 
left, then back to the right. The head of the child 
must be so held that it will not turn in the oppo- 
site direction and at the same time one eye must 
be held open. 

Peltesohn lays stress upon fracture of the 
upper end of humerus in cases of birth paralysis. 
In the last six years he has seen g cases due to 
this cause. 

Lundsgaard reports an autopsy on a case of 
syringomyelia in a child which died at two months. 
The child had no legs and but one arm. The 
spinal cord findings were: (1) a widening of the 
central canal; (2) a marked development of the 
hyaline connective tissue which carried vessels 
from the pia to the medulla; (3) a longitudinal 
defect in the medulla which in part was filled 
with blood-vessels and connective-tissue masses; 
(4) a slight thickening and sclerosis of the pia; 
(5) sclerosis and thickening of the adventitia of 
the vessels of the pia and medulla; (6) dilatation 
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of some of the perivascular lymph-spaces and 
obliteration of others — distinct lymphostasis 
in the medulla. The internal organs showed no 
signs of disease and no syphilis was seen. This 
therefore must be regarded as a true hydromyelia 
of congenital origin, and is without doubt a 
malformation anomaly. 

Klotz, analyzing his cases of mental deficiency, 
regards birth trauma as an etiological factor. Of 
144 cases which he had had in five years there 
were 19 which showed abnormal births. Of 
these, 8 were protracted labors, 3 asphyxia, and 
8 forceps. After excluding those with hereditary 
taint, there remained 5 protracted labors, 2 
asphyxia, and 4 forceps. These were divided as 
follows: 

Of the idiots, 2 protracted labor, 2 asphyxia, 
and 1 forceps; of imbeciles, 3 protracted labor, 
and 2 forceps; epilepsy, one forceps. Therefore, 
11 children, or 7.6 per cent, were affected with- 
out any other factor being involved. He con- 
cludes from this that birth trauma is an impor- 
tant factor in mental development. His remarks 
in regard to Little’s disease are especially inter- 
esting; not a single case was encountered in this 
series, and in none of 18 cases of Little’s disease 
which had come to his experience was the child 
premature. 


(d) GENITO-URINARY SYSTEM 


An examination of the vaginal bacterial flora in 
the newborn was undertaken by Schmidgall. 
Among 13 cases 10 were sterile on the first day. 
In the vaginal secretion of 21 newborn, strepto- 
cocci were found 20 times; staphylococci 16 
times, bacillus 12 times, and colon-like bacilli 10 
times; micrococcus tetragenus 3 times; sac- 
charomyces twice; staphylococcus parvulus 4 
times; bacillus hemophilus 3 times; bacillus 
bifidus twice and the vaginal bacillus of 
Déderlein 11 times. His conclusions are: 

1. The vaginal flora in newborn girls is in great 
part dependent on the vaginal flora of the 
mother. 

2. Even in the newborn pathogenic micro- 
organisms are the chief part of the vaginal 
bacteria. 

3. The vaginal secretion of the newborn and 
up to the end of the first year offers a favorable 
medium for the development of the various strain 
characteristics. 

4. The acid reaction of the secretion does not 
exert a sufficient bactericidal influence to kill the 
pathogenic microérganisms. 

5. The influence of the intestinal bacteria on 
the vaginal flora is slight. 
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Mayerhofer, in a case with defect of the skull 
and spina bifida, finds a ulerine prolapse due to 
weakness of the pelvic muscles. 

Paola reports bilateral cystic ovaries in a child 
which died a few hours after birth. On the right 
side was a small double serous cyst involving the 
whole ovary and spontaneously ruptured. The 
small cyst on the right side was due to exag- 
gerated development of the two graafian fol- 
licles. The left cyst wall was made up of thin 
ovarian tissue. The center was traversed by 
trabeculze of tissue which was epithelioid in type. 

Valmale and Payan report a case of double 
orchitis and epididymitis in a baby 7 days old. 
Death occurred on the ninth day. At autopsy 
infection was found about the umbilical vessels 
with marked involvement of the testes. There 
was no other focus of infection. The strepto- 
coccus was isolated. 


(e) SKIN 

There have been several reports recently on 
pemphigus neonatorum. Biddle reports an epi- 
demic of 12 cases in which there were no deaths. 
The disease extended to mothers and nurses. In 
two cases staphylocecci were cultured from 
bulla, and in one case the blood showed the same 
organism. The vaccine made from one case and 
used on the same case gave a violent toxic reac- 
tion rash. 

Reinhardt reports an epidemic of 23 cases 
extending over six months which defied the 
strictest quarantine and precautions. There 
were 3 deaths, one of pneumonia. Examination 
of the content of the bulla showed staphylococ- 
cus; in some cases short-chained streptococci. 
Cytologically, cells of the type of large mononu- 
clear leucocytes were most numerous. Very fine 
acidophile granules were shown by Giemsa’s stain 
in all preparations. Pathologically the changes 
were those of sepsis. 

Cole and Ruh examined very carefully a series 
of g cases. These proved very infectious and 
they finally had to close the hospital in order to 
stop the spread of the disease. In one case in 
which staphylococci were obtained from the 
blood, death occurred in 12 days. 

The authors do not believe that the condition 
is the same as impetigo contagiosa because the 
latter is caused by streptococci, though some 
rare cases in adults closely resembling impetigo 
seem to be caused by the staphylococcus; these, 
however, are always of a mild nature. They 
believe that Ritter’s disease (dermatitis exfolia- 
tiva) is only a malignant form of pemphigus 
neonatorum. Quite contrary to the experience 
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of Biddle, they obtained excellent results by the 
use of autogenous vaccines. All cases except the 
first were treated by autogenous vaccine and all 
recovered in a strikingly short time after its use. 
A dose of 5,000,000 was used and it was repeated 
if necessary. 

Hofman concludes, after his study of pemphi- 
gus, that pemphigoid appears to be a staphylo- 
coccus infection. It has an etiologic relation to 
clinical and bacteriological impetigo contagiosa 
which heals with brown scars and has a location 
different from that of the streptococcus form. 
In older children there are serous blebs in com- 
bination with a_ staphylococcic pyodermia. 
Pemphigoid may go over into Ritter’s dermatitis 
exfoliativa and speaks for an etiologic indentity 
for the two diseases. Further researches are 
needed to determine whether, as appears in his 
cases, the staphylococczemia eventually becomes 
malignant in both diseases. 

Sorgenti reports two cases of dermatitis ex- 
foliativa, the first of which died at the age of 62 
days, the disease having lasted 50 days. Blood 
culture showed staphylococcus aureus; this was 
agglutinated by the blood of the same baby in a 
dilution of 1 to 40. He thinks that one must 
consider the dyspeptic state of the baby, possibly 
in the réle of promoting absorption of poisons 
through the gastro-intestinal tract. Such poisons 
would not be neutralized by the liver because of 
the age of the child and hence would be eliminated 
partly by the skin; there must also be a con- 
genital debility of the skin. In the first stage of 
the disease the general state was not disturbed 
and there was no fever. Later there was rapid 
loss, irregular fever, and death in a condition of 
cachexia. 

In the second case the disease began on the 
fourth day. Examination of the skin in an 
apparently healthy portion showed that the 
corneal layer was altered, in some places re- 
duced to a detritus, in the midst of which leu- 
cocytes were seen which stained intensely with 
hematoxylin. The corneal layer had a tendency 
to become detached from the granular layer and 
in places the granular layer seemed to be modified. 
He thinks that in the etiopathogenesis in these 
conditions, alcoholism of the parent, especially 
the mother, should be considered. 

In conclusion he states: (1) Dermatitis ex- 
foliativa neonatorum, in the present state of our 
knowledge from a clinical standpoint, frequently 
begins with a general picture of an acute pemphi- 
gus neonatorum of a very grave variety. (2) It 
differs from pemphigus in that it is produced not 
only by a parasitic cause but by causes of a toxic, 
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irritative, or mechanical nature. (3) The histo- 
pathologic alterations of the skin can vary great- 
ly in intensity and depth according to the various 
conditions in which the patient may be 
found. One must regard as an essential predis- 
posing cause the congenital debility of the skin. 
(4) Dermatitis exfoliativa neonatorum is a very 
serious disease but not absolutely fatal. (5) The 
disease is rare in Italy. 

While admiring the ingenuity of some of these 
ideas, one must question whether after all, as 
most authors think, dermatitis exfoliativa is not 
simply a staphylococcic infection of the skin of a 
greater severity than pemphigus. 

Sperk reports 11 cases of which 3 lived and 8 
died, a mortality of 70 per cent, which he regards 
about the average. In one case he was able 
to propagate the staphylococcus from the blood. 

In addition to these cases he reports 4 others of 
a similar nature. One began as a pemphigus and 
later proved to be an erythroderma desquamativa 
(Leiner). In one case there was some question 
as to whether it might have been a form of 
dermatitis exfoliativa. In another case the 
diagnosis was in doubt but the skin condition was 
probably due to an excessive sweat secretion. 
The fourth case was one which showed a dermati- 
tis exfoliativa complete in every respect except 
that nowhere were there to be found bulle 
formations or their remains. For the last two 
cases he suggests the name “‘exfoliatio lamellosa 
neonatorum.” 

In conclusion, Sperk suggests that we take into 
consideration the characteristic physiologic con- 
sistency of the skin of the newborn, strong sweat 
secretion and the loosening of the upper epidermic 
layers, and the simple epidermolysis leading to an 
extensive separation of the upper layer of the 
epidermis. ‘This is more than physiologic satura- 
tion of the skin. The dermatitis exfoliativa of 
Ritter is an inflammation of the skin confined to 
the epithelial layers. In the more marked cases 
of sweat secretion there is shown a rapid progress 
along the surface skin, and, through the absorp- 
tion of poisons and the introduction of bacteria 
into the body, may lead to septicopyemia. As 
experience has taught, healthy newborn infants 
with good vascular skin are more subject to the 
dermatitis exfoliativa. In all of his cases, both 
microscopically and by culture, he was able to 
find staphylococci in the bulla. In one case the 
staphylococcus pyogenes albus was obtained from 
the blood. He thinks that dermatitis exfoliativa 
of Ritter belongs in the group of staphylococcus 
pyogenes pyodermias; therefore he believes it 
contagious and that the cases should be isolated. 


i 


GRULEE AND PATTERSON: 


Alfes has found 2 cases of scleroderma of the 
newborn reported in the literature. One was a 
case reported by Haushalter and Spillmann where 
the left lower extremity was atrophic and on this 
there was seen a band of scleroderma. The 
other case was one reported by Cruse in a child 
3 weeks old where the patch of scleroderma was 
on the back. This case resulted in recovery. 
The result of the first is not noted. 

Mayerhofer reports 2 cases of scleroderma in 
the newborn with lesions on the back, buttocks, 
thigh, and upper arm. In the beginning the skin 
was bluish and gradually became hard. There 
was no disturbance of general findings. Pirquet 
and Wassermann were negative. According to 
Mayerhofer only 6 cases have been described in 
the newborn. 

Lutz reports a case of congenital hydrops in a 
stillborn infant. The mother was markedly 
cedematous but after delivery made a quick and 
complete recovery. Examination of the foetus 
showed no signs of syphilis. Microscopically 
there were found marked accumulations of cells 
such as to suggest the picture of myeloid leuke- 
mia. These were especially noticeable in the 
thymus and the rectal vessels as well as in the 
placenta. Nucleated red cells were present in 
abundance. 

He states that these cases of hydrops must be 
divided into two classes: those with severe blood 
alterations which suggest leukaemia, and those 
without blood alterations. 

Lahm reports a typical case of congenital 
hydrops with generalized oedema of the skin and 
serous effusions in the peritoneal, pleural, and 
pericardial cavities with enlargement of the liver, 
spleen, and heart. Spirochetes were found in the 
liver and lungs. Osteochondritis was present, 
also pneumonia alba. In spite of the opinion to 
the contrary that hydrops is not a condition 
caused by syphilis, Lahm thinks that this case 
may certainly be classed as due to the spiro- 
chete. He thinks that in the causation of the 
condition not only mechanical factors but chemi- 
cal and toxic substances must be considered. 
These latter affect the kidneys and blood-making 
organs and may be produced by syphilis as well 
as by any other condition of a toxic nature. 

Fleischmann and Wolf report a case of partial 
hydrops in a child which died 24 hours after 
birth. This child had also a very marked hemor- 
rhagic diathesis. Paracentesis of the abdominal 
cavity and withdrawal of the fluid relieved the 
asphyxia. At autopsy the child showed ascites, 
the pleura were free, there was oedema of the pia 
with slight hydrocephalus, and the brain was soft 
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and oedematous. That the mother had syphilis 
was not regarded as an etiological factor. 


(f) THYROID AND MISCELLANEOUS 

Remy and Fairise report an autopsy on a 
2-day-old baby. The child came from a goitrous 
family. Death was due to asphyxiation of which 
the first attack occurred a few hours after birth; 
repeated attacks continued to occur at irregular 
intervals until death ensued. At autopsy a large 
hypertrophic thyroid was found, the two lateral 
lobes of which met behind the cesophagus. The 
trachea was somewhat compressed. Microscop- 
ically there was found an adenomatous increase 
with venous engorgement. 

They also report another case which died in a 
similar manner on the second day. In this case 
the trachea was compressed by the anterior and 
inferior portions of the thyroid gland. The 
thymus was normal in size. The thyroid en- 
largement was due to true hypertrophy. The 
mother, who was born of goitrous parents and 
came from a region where goiter is endemic, had 
a parenchymatous goiter. 

Bardin reports a case of congenital goiter, 
which at first was a cause of severe asphyxia, 
but hyperextension of the neck made breathing 
easier. Within 4 days the gland was reduced to 
half its original size and respiration was free. 

Meisels reports a case of congenital goiter with 
enlargement of the thymus in which there was 
some obstruction to breathing. 

Unger reports a case of congenital myxedema 
and mongolism, all of the symptoms of which 
were easily recognized at birth or very soon 
thereafter. Only two similar cases have been 
previously reported. It is altogether likely that 
the two conditions may occur together rather 
frequently but one or the other or both are in 
the modified form. Peculiar in this case is the 
fact that in the short bones of both wrist-joints 
two distinctly recognizable bone nuclei were to 
be seen in the X-ray picture, which probably 
speaks for the mongolism. 

Hochsinger reports a case of congenital oxy- 
cephaly. In this case, contrary to the usual 
condition, the sagittal suture was wide open 
while the coronary suture was almost completely 
calcified. The congenital calcification of the 
coronal suture produced a complete cessation 
of growth in the two parietal bones. A high 
grade exophthalmus was present. 

Goldberg reports 7 cases of forlicollis in the 
newborn. From these she draws the conclusion 
that this condition is not due exclusively to 
obstetrical trauma. Where obstetrical trauma 


has existed, the degeneration of Zenker with 
hypertrophy of the connective tissue has been 
found. The traumatic lesions are favored by 
the pathologic state of the muscle. 

Joffe reports an autopsy on a boy who died 
when 2 days old. The mother had a severe 
hydramnios. Anatomical diagnosis showed ex- 
tensive lung atelectasis, oedema, hyperemia, 
ascites, cavity of the liver, characteristic intima 
changes in the pulmonary arteries, uric acid 
infarct of the kidneys, rupture of the tentorium, 
with hemorrhage at the base of the brain. Jn 
the aorta and body arteries there was found a 
necrotic process involving the inner portion of 
the media and especially the muscle-fibers in 
which calcification had occurred. The elastic 
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tissue was largely destroyed and in part calcified. 
According to Joffe the findings agree with those 
produced by adrenalin poisoning in animals. 
Winkler reports the removal of a tumor the 
size of a child’s head from the abdomen of a baby 
7 days old. The tumor was an intraperitoneal 
teratoma and had no intimate connection to the or- 
gans of the abdominal cavity. Recovery followed. 
Fitzwilliams and Vincent report a gangrene of 
the right Jeg in a boy 11 days old; this progressed 
and the leg was amputated 24 days later with 
complete recovery. The cause of the condition 
was not found. There was no injury, no frost 
bite, and the Wassermann tests were negative. 
Close to the dead area there was found a slight 
thickening of the endothelium of the vessel walls. 


REFERENCES 


I. GENERAL 
(a) INFANT MORTALITY 
Cuatmers. Lancet, Lond, 1913, clxxxv, 482. 
Kopiik. Lancet, Lond., 1913, clxxxv, 330, 482. J. Am. 
M. Ass., 1914, Ixii, 85. 
Rev. d’hyg. police sanct., 1913, xxv, 989. 
Pediatria, 1914, xxii, 234. 
Kerness. Dissertation, Munich, 1912. Ztschr.  f. 
Kinderh., 1913, (Ref.) iv, 10. 


(b) ANATOMY 

Appison and How. Am. J. Anat., 1913, Xv, 199. 

BaLArD and Commes. Ann. d. med. et chir. inf., 1912, 
xvii, 461. 

Beattiz. Bull. Lying-in Hosp., N. Y., 1913, ix, 11. 

DreBeque. Thése de doct., Par., 1911. Arch. d. med. d. 
enf., 1912, XV, 315. 

Fossati. Ann. d. ostet. e ginec., 1913, ii, 513. Ztschr. f. 
Kinderh., 1914, (Ref.) vii, 395. 

FRELIGH. Bull. Lying-in Hosp., N. Y., 1913, ix, 3. 

Gunposix. Die Besonderheiten des Kindesalters, Berl., 
1912, PP. 137, 140, 200, 246, 298, 345, 380, 458, 462, 520. 

Herpin. J. de anat. et physiol., 1911, xlvii, 537. 

KakuscHIN. Monatschr. f. Geburtsh. u. Gyniik., 1912, 
XXxvi, 278. 

Meyer. Anat. Anzeiger, 1912, xlii, 18. 

Miura. Aus den Notigen meiner Phys. u. Pathol. 
Forschund, Tokyo: 1913. 

Pozier. Thése de doct., Par., 1912. Arch. d. med. d. enf., 
1914, Xviii, 155- 

Reta. Arch. ital. de biol., 1913, lix, 371. Ztschr. f. 
Kinderh., 1914, (Ref.) i 342. 

SCHIEFFERDECKER. Arch. f. d. Physiol., Bonn, ro11, 
CXXXIX, 337. 

TOppicu. ‘Arch. f. Anat. u. Physiol., 1914 (Anat. Abt.), 9. 

Vocr. Fortschr. a. d. Geb. d. Réngtenstr., 1913, XXi, 32. 

Wiims. Inaug. Dissertation, Bonn, 1912. 

Witsox. Am. J. Dis. Child., 1912, iii, 277. 

ZELTNER. Jahrb. f. Kinderh., 1913, Ixxviii, 150. (Er- 
giinzungsheft.) 

(c) PHYSIOLOGY 

ALLARIA. Riv. d. clin. Ped., 1912, x, 439. Pediatria, 1912, 
xx, 548. 

Apert. Le Nourisson, 1913, 1, 20. 


BaLarb. Gaz. hebd. d. sc. méd. de Bordeaux, 1912 
XXXxiii, 538. 

Bonpi. Wien. klin. Wehnschr., 1913, xxvi, 1026. Ibid., 
1914, XXVii, 14. 

Brenestap. Arch. f. Gynik., 1913, ci, 292. 

CANESTRINI. Riv. di clin. Ped., 1912, x, 756. Pediatria, 
1912, XX, 787. 

Devitiiers. Thése de doct., Par., 1912. 

FLetsser. Monatschr. f. Kinderh., 1914, xii, 705. 

FRANz and v. Reuss. Ztschr. f. Kinderh., 1914, xi, 193. 

GubbEN. Miinchen. med. Wchnschr., 1910, lvii, 405. 

GuNpboBIN. Die Besonderheiten des Kindesalters, Berl., 
1912, pp. 113 and 493 

HANSEN. Nord. med. ‘iive., Stockholm, 1913, xlvi, 26. 
(Inre Med. Ref.) 

Hecut. Ergeb. f. inn. Med. u. Kinderh., 1913, xi, 324. 

Heir. Miinchen. med. Wchnschr., 1914, lxi, 1331. 

HERMANN. Biochem. Ztschr., 1912, xliii, 47. 

Hess. Am. J. Dis. Child., 1913, vi, 264. 

Jenie. Ergeb. f. inn. Med. u. Kinderh., 1913, xii, 816. 

KaAuL. Dissertation, Breslau, 1912. Ztschr. f. Kinderh., 
1913, (Ref.) iv, 570. 

Koper. Dissertation, Tiibingen, 1913. Ztschr. 
Kinderh., 1914, (Ref.) viii, 9 

MAYERHOFER. Ergeb. f. inn. Med. u. Kinderh., 1913, 
xii, 553. 

Mens. Riv. di clin. Ped., 1912, x, 729. Ibid., 10913, 
xi, 829. Pediatria, 1912, xx, 786. Ibid. -» 1914, XXii, 452. 

Mivra. Aus den Notizen menner Physiol. u. Pathol. 
Forschund, Tokyo, 1913. 

NIEMANN. Ergeb. d. inn. Med. u. Kinderh., 1913, Xi, 32. 

PeLter. Wien. klin. Wehnschr., 1914, xxvii, 327. 

RapinovitcH. Compt. rend. Soc. de Biol., Par., ro14, 
Ixxvi, 457. 

Rocamora. La med. de los nifos, 1913, p. 157. Pediatria, 
1914, XXii, 210. 

Rorcu. Tr. Am. Pediat. Soc., 1910, 36. 

Scumipt. Biochem. Ztschr., 1914, Ixiii, 287. 

Dissertation, Giessen, 1913. Ztschr. 
Kinderh., 1914, (Ref.) viii, 120. 

Srratz. Der Koérper des Kindes, Stuttgart: 1904. 

Treprer. Dissertation, Giessen, 1913. Ztschr. f. 
Kinderh., 1913 (Ref.), v, 192. 

UrrennemmMer. Ergeb. f. inn. Med. u. Kinderh., 1905, ii, 


GRULEE AND PATTERSON: THE NEWBORN 


(d) HYGIENE AND NUTRITION 
Cxiark. Pediatrics, 1913, xxv, 530. 
Fraser. Kentucky M. J., 1013, xi, 463. 
PETERMOLLER. Monatschr. f. Geburtsh. u. Gynik., 1911, 
XXXIV, 207. 


Wo ir. N. Y. St. J. Med., 1913, xiii, 440. 
Jascuke. Ztschr. f. Geburtsh. u. Gynik., 1913, Ixxiv, 
404. 


Il. DISEASES AND CONDITIONS PECULIAR TO 
THE NEWBORN 


(a) ASPHYXIA. 
DertmaAs. Bull. Soc. d’obst., Par., 1912, xv, 160. 
Epcar. Am. J. Obst., N. Y., 1913, Ixvii, 255. 
ENGELMANN. Med. Klin., Berl., 1913, ix, 325. 
Fry. Surg., Gynec. & Obst., 1913, xvii, 3606. 
Hyort. Norsk. Mag. f. Lagevidensk., 1913, p. 204. 
Jahrb. f. Kinderh., 1914, Ixxx, 371. 
LA Rue. Pediatrics, 1914, xxvi, 126. 
Manton. N. Y. St. J. Med., 1914, xiv, 302. 
SAKAKI. Deutsche med. Wehnschr., 1914, xl, 704. 


(b) ICTERUS NEONATORUM 
Bepitr. Thése de doct., Par., 1912. 
Gorter. Nederl. Tijdschr. v. Verlosk. Vrouwenz. en 
Kindergeneesk., ii, 596. Jahrb. f. Kinderh., 1914, Ixxix, 


Hess. Am. J. Dis. Child., 1912, iii, 304. 


Hirsch. Ztschr. f. Kinderheilk., 1913, ix, 196. 
Jascuke. Ztschr. f. Geburtsh. u. Gyniik., 1913, xiv, 404. 
Mariwa. Med. Klin., Berl., 1913, ix, 297. 


McGispox. Tr. Edinb. Obst. Soc., 1913, Xxxvili, 285. 

Prroxnneau. Clin. Inf., 1914, xii, 207. Ztsch. f. Kinderh., 
1014, (Ref.) vill, 286. 

Scumitz. Dissertation, Giessen, 
Kinderh., 1914, (Ref.) vil, 405. 

Yuippé. Ztschr. f. Kinderh., 1913, ix, 208. 


1913. Ztschr. f. 


(Cc) SKULL INJURIES 
GroeRreR. Ztschr. f. Geburtsh. u. Gynik., 1913, Ixxv, ror. 
Hormerer. Wien. klin. Wehnschr., 1913, 1731. 
Kosmak. Am. J. Obst., N. Y., 1913, Ixvii, 264. 


Sout. Arch. f. Gyniik., 1912, xevii, 283. 
Witcox. Boston M. & S. J., 1913, elxviii, 568. 

(d) OPHTHALMIA NEONATORUM 
ANLAUEF. Dissertation, Greifswald, 1913. 
Crepé-HOrper. Zentralbl. f. Gyniik., 1914, xxxviil, 230. 
HARMAN. Brit. M. J., 1913, i, 1090. 


Hoitoway. Ophth. Rec., 1913, xxii, 717. 
KLEBANSKI. Rev. prat. d’obst. et de Pediat., 1914, xxvii, 
07. Ztschr. f. Kinderh. 1914, (Ref.) viii, 511. 

Morax. Ann. de gynéc. et d’obst., Par., 1914, xli, 120. 
Zischr. f, Kinderh., 1914, (Ref.) viii, 287. 
Dissertation, Strassburg, 1913. 

Kinderh, ro14, (Ref.) vii, 301. 
Scuweitzer. Arch. f. Gynik., 1912, xevii, 101. 
STEPHENSON. Lancet, Lond., 1912, ii, 1358. 


Ztschr. 


SussMANN. Deutsche med. Wehnschr., 1913, XXxix, 1545. 
Tassius. Frauenarzt, 1914, Xxix, 08. 
Tersox. Clin. Ophth., 1912, Nov. Le Nourisson, 


1914, ii, 54. 
(€) HEMORRHAGIC DISEASES 
Arch. f. Gyniik., 1913, Xcix, 1. 
Amesse. Colo. Med., 1913, X, 110. 
AvUpEBERT. Bull. Soc. d’obst., Par., 1913, Xvi, 525. 
Monatschr. f. Geburtsh. u. Gyniik., 1012, 


XXxvi, 308. 


205 
BonNnet-LasorDeRIE. Bull. Soc. d’obst., Par., 1913, xvi, 


630. 

Borpot. Arch. latino-americanos de Ped., 1912, May 
and June. Arch. d. med. d. enf., 1913, xvi, 944. 

CiiprINcDALE. Brit. M. J., 1913, ii, 1058. 

Comsy. Arch. d. med. d. enf., 1913, xvi, 608. 

ComMANDEUR. Bull. Soc. d’obst. et de gynéc., Par., 1913, 
ii, 702. 

Cootey. J. Am. M. Ass., 1913, 1277. 

Eastman. Boston M. & S. J., 1913, Ixviii, 165. 

Farrise and BonNET. Prov. med., 1913, 149. Rev. mens. 
de gynec. d’obst. et de pediat., Par., 1913, viii, 462. 

FRANz. Semaine med., 1913, XXxxiii, 43. 

FreuND. J. Mich. St. M. Soc., 1913, xii, 450. 

GALLAs. Le Nourisson, 1913, i, 331. 

GoGnitipGE. Pediatrie, Russ., 1913, Feb. 
1913, XXi, 

Illinois M. J., 1913, xxiv, 170. 

GranAm. J. Exp. Med., 1912, xv, 307. 

GREEN. Boston M. &S. J., 1914, clxx, 682. 

Grone. Zentralbl. f. Gyniik., 1973, xxxvii, 1840. 

Henscuen. Zentralbl. f. Gyniik., 1913, xxxvii, 925. 

JorLtsoun. Dissertation, Berlin, 1913. Ztschr. f. Kinderh., 
1913, (Ref.) v, 211. 

Ketiey. J. Iowa St. M. Soc., 1913, ii, 485. 

Kowirz. Virchow’s Arch. f. path. Anat., etc., Berl., ro14, 
CCXV, 233. 

LecLERQ and PAPeRT. 

LESPINASSE. 

LGOVEGREN. 


Pediatria, 


Gynecologie, 1913, xvii, 213. 

J. Am. M. Ass., 1or4, Ixii, 18606. 

Jahrb. f. Kinderh., 1913, Ixxviii, 240. 

Manton. N.Y. St. J. Med., 1914, xiv, 302. 

McGowan. Austral. M. J., 1013, ii, 1357. 
Kinderh., 1914, (Ret.) vili, 75. 

MercKENS. Miinchen. med. Wehschr., 1913, Ix, 071. 

Riv. Osp., Roma, rot4, xi. Pediatria, 
1914, XXii, 770. 

Moore. W. Virg. M. J., 1013, vii, 232. 

PINNINGER. Bristol Med.-Chir. J., 1913, xxxi, 248. 

Pourstx. Thése de doct., Lyon, 1912. Le Nourisson, 
1913, i, 243. 

v. Reuss. Ergeb. f. inn. Med. u. Kinderh., 1914, xiii, 374. 

Scuioss. Post-Graduate, 1914, Xxix, 1601. 

Thése de doct., Lyon, ror2. 

Bull Soc. dobst., Par., 10912, 
Nourisson, 1913, 1, 57. 

Vocr. Deutsche med. Wehnschr., 1914, xl, 1315. 

Woron and Rey. Rev. mens. de gynéc. d’obst., et de 
pediat., Par., 1914, ix, 306. 

Vorpant. Arch. f. Gyniik., 1912, xevi, 377. 


Ztschr. 


xv, 304. Le 


(f) BUHL’S DISEASE 
Lugkscu. Prag. med. Wehnschr., 1913, Xxxviii, 107. 


HT. INFECTIONS 


(a) GENERAL CONSIDERATIONS 

v. Groer and Kassowirz. 
Kinderh., 1914, 340. 

Noack. Ztschr. f. Geburtsh. u. Gyniik., 1912, Ixxii, 730. 


Ergeb. f. inn. Med. u. 


(b) ACUTE 
Azema. Bull. Soc. d’obst., Par., 1913, xvi, 305. 
Broca. Rev. prat. d’obst. et de pediat., Par., 
xxvii, 1. Le Nourisson, ror4, ii, 240. 
Cockayne. Brit. J. Dis. Child., 1913, x, 534. 
Concettit. La Propaganda antimalarica, 1912, No. 4. 
Le Nourisson, 1913, i, 62. 
Brumpr and Tisster. Bull. Soc. d’obst. et de gynéc., 
Par., 1912, XV, 967. 


1Or4, 


2600 


Davip. Arch. d. med. d. enf., Par., 1913, xvi, 615. 
Dryor. Prog. Med., 1912, xxviii, 595. 

FABRE and BoNNET. Bull. Soc. d’obst., Par., 1913, xvi, 
474. 
GOEBEL. 
GatTTI. 
v. GROER. 


Monatschr. f. Kinderh., 1914, (Ref.) xiii 350. 
Pediatria, 1914, xxii, 687. 
Deutsche Gesellsch. f. Kinderh., 1913, p. 182. 
Kassow11z. Deutsche Gesellsch. f. Kinderh., 1913, p. 175. 
Lemwentus. Finska lak.-sillsk. handl., 1913, lv, 226. 
Ztschr. f. Kinderh., 1913, (Ref.) vii, 148. 
LEREBOULLET and Moricanp. Arch. de med. d. enf., 
1914, xvii, 228. 
LesneE. Le Nourisson, 1913, i, 62. 


STEINSCHNEIDER. Deutsche med. Wchnschr., 1914, xl, 
441. 
Woxtrr. Deutsche med. Wchnschr., 1914, xxxix, 1789. 


(c) CHRONIC 

BONNET-LABORDERIE, Bull. Soc. d’obst., 
xvi, 468. Ibid., 1912, xv, 882. 

CHAMBRELENT. Arch. mens. d’obst. et de gynéc., 1913, 
lii, 356, 402. 

D’Astros and TEIsSONIERE. Marseille med., 1912, Nos. 
22 and 23. Arch. d. med. d. enf., 1914, xviii, 140. 

Duperie. J. de med. de Bordeaux, 1913, xliii, 420. 

Fasre and Ruevter. Bull. Soc. d’obst. et de gynec., 
Par., 1912, XV, 977. 

GruLeE. Am. J. M. Sc., 1914, cxlviii, 688. 

GRULEE and Harms. Chicago Ped. Soc., 1914, Jan. 20. 

LEMELAND and Brisson. Arch. mens. d’obst. et de 
gynec., 1913, iii, 113, 256. 

Lesser and Kiaces. Deutsche med. Wchnschr., 
xl, 1309. 

MOrter. Arch. mens. d’obst. et de gynec., 1914, vii, 1 

Roux. Thése de doct., Montpellier, 1913. Le Nourisson, 
1914, ii, 127. 

SAvuvAGE and GeEry. 
XXxvii, 480. 


Par., 1913, 


1914, 


Ann. de Vinst. Pasteur, 1913, 


IV. CONSTITUTIONAL AFFECTIONS 


(a) HEART AND LUNGS 


Hecut. Deutsche Gesellsch. f. Kinderh., 1913, p. 44. 
Reano. Pediatria, 1913, xxi, 588. 
THAYSEN. Jarhb. f. Kinderh., 1914, Ixxix, 140. 


(b) GASTRO-INTESTINAL TRACT AND HERNIA 
BRENNEMANN. Am. J. Dis. Child., 1913, v, 143. 


Epstrern. Prag. med. Wehnschr., 1913, xxxviii, 184. 
HENNEGUIER. ‘Thése de doct., Par., 1912. Arch. d. med. 
d. enf., 1913, Xvi, 955. 


Lewin. Arch. f. Kinderh., 1913, Ix-Ixi, 462. 
LorENZINI. Riv. di clin. ped., 1914, Xii, 401. 


Kinderh., (Ref). viii, 510. 


Ztschr. f. 


Mensi. Gaz. d. osp., 1912, Xxxiii, 545. 

Remsen. Ann. Surg., Phila., 1912, Ivi, 11. 

v. Reuss. Wien. klin. Wchnschr., 1913, xxvi, 2096. Ibid., 
1914, XXVii, 491. 

Ricuter. Surg., Gynec. & Obst., 1913, xvii, 397. 

SMESTER. J. d. méd., Par., 1912, xxiv, 533. 


INTERNATIONAL ABSTRACT OF SURGERY 


Stamm. Arch. f. Kinderh., 1913, lx-lxi, 706. 

Vaccari. Semaine med., 1914, xxxiv, 368. 

VANNESSEN. Thése de doct., Par., 1912. Arch. d. med. d. 
enf., 1913, Xvi, 955. 


Voct. Monatschr. f. Geburtsh. u. Gynik., 1913, xxxvii, 
817. 
WETTERDAL. Nord. med. Arkiv., Stockholm, 1913, xlvi 


(Inre. Med.)No. 9. 
Wuittocke. Brit. J. Child. Dis., 1913, x, 353. 
Yupp6. Ztschr. f. Kinderh., 1913, ix, 310. 


(c) NERVOUS SYSTEM 

Bartets. Arch, f. Augenh., 46. 

Dunoyver. Thése de doct., Par., 1912. Arch. d. med. d. 
enf., 1913, XVi, 953 

Hem. Berl. klin. Wchnschr., 1914, li, 1167. 

Kiotz. Ztschr. f. d. ges. Neurol. u. Psychiat., 1913, 
(Ref.) viii, 1 

KriGerand Franke. Ztschr. f. Gynik., 1913, xxxvii, 58. 

Ztschr. f. d. ges. Neurol. u. Psychiat., 
1913, XX, 2 

PELTESOHN. Ser. klin. Wchnschr., 1914, li, 1162. 

v. Reuss. Wien klin. Wehnschr., 1914, xxvii, 491. 


(d) GENITO-URINARY SYSTEM 


MaAyernHorer. Jahrb. f. Kinderh., 1914, Ixxx, 346. 
Paoto. Folia gynec., Roma, 1913, viii, 175. 


ScHMIDGALL. Beitr. z. Geburtsh. u. Gyniik., 1914, xix, 
190. wy 
VALMALE and Payan. Bull. Soc. d’obst., Par., to12, xv, 
684. 
(e) SKIN 
AxiBA A. Thése de doct., Par., 1912. 


Bippie. J. Cutan. Dis., 
Cote and Run. J. Am.) 
FLEISCHMANN and 


Xxxii, 268. 
1. Ass., 1914, lxiii, 1159. 
Arch. f. Kinderh., 1913, lxii, 
75- 
Horman. Arch. f. Dermat. u. Syph., 1913, cxviii, 245. 
Lau. Arch. f. Gyniik., 1914, cii, 284. 
Lutz. Cor.-Bl. f. schweiz. Aertze, 1914, xliv, 330. 
MAYERHOFER. Jahrb. f. Kinderh., 1014, Ixxx, 337. 
Ztschr. f. Geburtsh. u. Gynik., 1014, Ixxvi, 
14. 
SORGENTE. 
SPERK. 


Pediatria, 1912, xx, 353. 
Ztschr. f. Kinderh., 1914, xi, 57. 


(f) THYROID AND MISCELLANEOUS 
Barpin. Loire méd., 1913, Jan. 15, 28. Le Nourisson, 
1913, i, 250. 
and 
clxxxiv, 753. 
GOLDBERG. ‘Thése de doct., 
enf., 1913, Xvi, 794. 
Hocusixcer. Monatschr. f. Kinderh., 1913, xii, 502. 
Jorre. Frankf. Ztschr. f. Path., 1914, xv, 118. 
Metsers. Wien. klin. Wchnschr., 1913, xxvi, 2095. 
Remy and Farrtse. Ann. de med. et chir. inf., 
xvii, 201. Ibid., 1914, xviii, 37. 
UnGer. Mitt. d. Gesellsch. f. inn. Med. 
1912, xi, 58. 
WINKLER. Stud. z. Path. d. Entwickl., 1914, i, 238. 


Vincent. Lancet, Lond., 1913, 


Par., 1912. .\rch. d. med. d. 


1913, 


u. Kinderh., 


ABSTRACTS OF CURRENT LITERATURE 


GENERAL 


SURGERY 


SURGICAL 'TECHNIQUE 


ANESTHETICS 


Smith, G. G.: Spinal Anesthesia in Urology. 
Interst. M. J., 1914, xxi, 1180. 

By Surg., Gynec. & Obst. 

Smith reviews the literature on spinal anesthesia 
and considers at some length the chief dangers of 
this method. The greatest danger, he believes, is 
due to the oftentimes marked fall in blood-pressure 
which accompanies its use. He reports a fall of 
100 millimeters of mercury occurring within twenty- 


SURGERY OF THE 
HEAD 


Infroit, C.: Radiography of the Cranium; New 
Arrangement for Immobilizing the Head 
(Note sur la radiographie cranienne; nouveau dis- 
positif pour immobiliser la téte). Bull. Acad. de méd., 
Par., 1914, Ixxi, 872. By Surg., Gynec. & Obst. 

In radiography of the cranium it is absolutely 
essential that the head should be in such a position 
that the median sagittal line is parallel to the plate. 

In a radiograph of the leg, allowance can be made 

for a deformity of the image, but the slightest 

deformity in a radiograph of the head makes inter- 
pretation impossible, and may have serious con- 
sequences. In his experiments the author fastened 
two rings on opposite sides of the head, placing them 
absolutely symmetrically over the temporal re- 
gions. The normal ray passed through the center 
of the rings and through the posterior clinoid pro- 
cesses; if the rings were superimposed in the picture 
it showed that there had been no deformity. 
Experiments in varying the position of the tube 
showed that a change in position of the tube did not 
affect the verity of the picture if the tube was 70 
cm. from the plate, but if the head was inclined as 
much as 1 cm. in either direction there was a distance 
of 4 cm. between the centers of the circles, and the 
image of the sella turcica was markedly altered. 
The author has devised a means of keeping the 
head motionless. He covers a metallic plate with 
dentist’s wax and takes an impression of the pa- 
tient’s mouth. This hardens and when the picture 
is to be taken the impression is placed in the pa- 
tient’s mouth, and the plate is fixed by the aid of two 
screws to a very firm support that is fastened to the 


five minutes. Aside from its influence on the vaso- 
motor system, spinal anesthesia has no injurious 
effect upon the important organs, and is therefore 
particularly indicated when the kidneys are dam- 
aged. 

The report of the results of spinal anesthesia in 100 
urological cases operated upon at the Massachusetts 
General Hospital shows that there were no deaths 
directly due to the anesthetic. The method gave 
the greatest satisfaction when employed for cystos- 
copy in cases of tuberculous cystitis. 
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floor. The support, the plate, and the tube- 
carrier are placed absolutely parallel to each other. 
With this arrangement a perfectly accurate image 
of the sella turcica can be obtained. A. Goss. 


Haubold, H. A.: Traumatic Aphasia. Surg., Gynec. 
& Obst., 1914, xix, 669. By Surg., Gynec. & Obst. 


The clinical picture presented was unique in 
that the history of trauma was vague; that is, as 
regards severity; there was no disturbance of con- 
sciousness and the symptomatology was restricted 
to a complete motor aphasia and ecchymosis in the 
region of the left eyeball. Additional help was 
obtained from the findings by the ophthalmoscope, 
which revealed changes in both discs, slightly more 
marked on the left side. 

A radiogram showed a small linear fracture of the 
skull on the side opposite to the apparent brain 
injury (bursting fracture). At no time did the pic- 
ture of general cerebral compression obtain. 

The skull was opened over the motor area by 
fashioning an omega-shaped scalp flap. A Doyen 
drill and burr were employed for the primary ex- 
posure, and the opening was enlarged with a biting 
forceps. 

No lesion was apparent until the dura was opened 
when two ounces of thick semi-fluid blood escaped. 
A partially coagulated layer of blood was removed 
from the under surface of the dura corresponding to 
the speech center. 

Blood continued to ooze from the base of the skull. 
The area was lightly packed with gauze, which 
was removed at the end of forty-eight hours. 

The patient made an uninterrupted recovery. 
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Speech gradually returned and reached its normal 
range in about seven days, at the end of which time 
the ophthalmoscopic examination was negative. 


Bryant, W. S.: Magnesium Sulphate in Purulent 
Cerebrospinal Streptococcic Meningitis. Boston 
M.&S.J., 1914, elxxi, 812. 

By Surg., Gynec. & Obst. 

Bryant reports in detail a case of purulent 
streptococcic meningitis, secondary to otitis media, 
treated by decompression, local drainage, and the 
internal use of magnesium sulphate, with recovery 
from the meningitis, death following 190 days later 
from local encephalitis from recurrence of the local 
infection. 

The patient, a male, 22 years of age, came under 
treatment ten days after the onset of left earache. 
He then showed a temperature of 102.6°; pulse 56; 
rigid neck; slight Koenig’s sign; Babinski’s sign; 
knee-jerks were absent. Cerebrospinal fluid ob- 
tained by lumbar puncture showed _ increased 
pressure, pus, and paired and short-chain strepto- 
cocci. Immediate operation consisted in opening 
the mastoid; removal of a 1.5-inch area of squamous 
bone, with dural incision for decompression and 
drainage. There was marked improvement in the 
patient’s condition on the following day, when the 
administration of magnesium sulphate, by mouth, 
in dilute solution, was begun, and continued in 
amounts of from one-half ounce to three ounces per 
day through the course of the treatment. On the 
eighth day the mastoid operation was completed; 
on the twelfth the patient was up and dressed, 
there still being, however, considerable cerebral 
herniation through the decompression area. On the 
twenty-seventh day there were marked signs of 
infection and intracranial pressure, but the cere- 
brospinal fluid, though turbid, showed no organisms 
in the smear or culture. The cerebral herniation 
increased rapidly on the seventy-ninth day with 
increasing pressure signs. On the one hundred and 
first day the cerebrospinal fluid was again turbid, 
but negative to culture and smear. On the one 
hundred and twenty-ninth day the patient again 
became bedfast, and died on the one hundred and 
ninetieth day from encephalitis, having developed a 
large fungus cerebri. 

The author considers that the recovery from the 
cerebrospinal meningitis was due in large measure 
to the internal use of magnesium sulphate, and is 
convinced that the same method used in other cases 
might prove entirely successful in the final result. 

H. B. Lover. 


Nagel, F. O.: A Case of Hypophysis Tumor. J. 
Ophth., Otol., & Laryngol., 1914, Xx, 507. 
By Surg., Gynec. & Obst. 


The history of hypophyseal investigations, clini- 
cal courses, anatomy, physiology, pathology, and 
surgery of the disease are discussed in a brief way 
as the prelude to the history of the author’s case. 

Diagnosis in this case was made on the increase in 
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weight of the patient and his bitemporal hemianopia. 
X-ray and the rhinologist examination were nega- 
tive. The urea excretion was watched, and phos- 
phorus in increasing doses was given with a rapid 
loss of vision; the same result was obtained with 
pituitary and thyroid extracts. This treatment was 
continued over one year, at the end of which time 
the X-ray showed an enlarged sella turcica, and 
the patient was put on very active antisyphilitic 
treatment under which he showed some improve- 
ment for a time. 

Operation was advised and vision of 15/20 was 
the result in three days’ time. A _paracentral 
scotoma developed which interfered with reading 
somewhat. At the end of a year following the 
operation the patient was well; and on _ the 
strength of this case and the reports of others the 
author advises early operative procedure in hy- 
pophysis tumor. SIDNEY WALKER, Jr. 
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Rawles, L. T.: Pathology of Goiter. 
St. M. Ass., 1914, vii, 511. 
By Surg., Gynec. & Obst. 


The author states that the earliest pathology of 
the thyroid is principally that of deranged metabol- 
ism, the balance swinging from hypothyroidism 
over to hyperthyroidism, the clinical evidence being 
so nearly identical that it is very difficult to decide 
which side is the heavier. 

In discussing Baumann’s iodothyrin and_ its 
action on the organism he offers these two hypothe- 
ses: (1) The function of the thyroid secretions is 
antitoxic to unknown toxic substances formed in 
body metabolism. This unneutralized toxin pro- 
duces symptoms of auto-intoxication. (2) Thyroid 
secretions act normally by regulating the metabolism 
of other parts of the body, particularly the nervous 
system. He dwells on the interrelationship of the 
thyroid, ovaries, and pituitary gland, and gives the 
following ten points taken from the works of well- 
known men to emphasize this point: 

1. The greater size of the thyroid in the female. 

2. The enlargement of the thyroid during men- 
struation and pregnancy. 

3. The tendency to develop “relative Basedow’s 
disease” during pregnancy. 

4. The early atrophy of the thyroid after the 
menopause. 

5. The loss of sexual appetite in many thyroid 
diseases. 

6. The greater number of women who are afflicted 
with goiter—77.5 per cent of cases of Graves’ dis- 
ease occur in women. 

7. Halstead observes that female dogs that have 
had their thyroids removed when impregnated 
show evidence of athyrosis as the time of parturi- 
tion grows nearer, but it soon disappears after the 
litter is born. 

8. All pups of these litters have thyroids many 
times the normal size. 


J. Indiana 


GENERAL SURGERY — SURGERY OF THE HEAD AND NECK 


g. In old dogs thyroidectomy is neither fatal nor 
accompanied with unusual symptoms. 

10. Bandler claims that nervous symptoms of the 
menopause are less annoying if the thyroid and 
ovaries atrophy at the same time. 

He discusses the local diseases in the thyroid 
gland and states that inflammation of the gland 
is practically always metastastic from seme other 
suppurating focus. The one degenerative change 
is that of calcareous degeneration in case of any 
foreign body in the gland, whether from injected 
substances or from true dead epithelium or organized 
blood-clot. 

The author quotes Ochsner in the classification of 
simple goiters: (1) diffuse and (2) nodular; diffuse 
goiter being further divided into colloidal and 
parenchymatous. Colloid goiters are harmless from 
toxic symptoms. The parenchymatous type, how- 
ever, is different; because of the easy functionating 
of the epithelium hyperthyroidism may develop. 

He then describes the microscopic picture of the 
colloidal type compared with that of the paren- 
chymatous type. Exopthalmic goiter may be co- 
existent with either parenchymatous or papillary 
cystic goiter. He lays emphasis on the importance 
of refraining from massaging glands of the exophthal- 
mic type. Harry G. SLoan. 


Throckmorton, G. K.: Goiter: Selection and 
Preparation of Surgical Risks. J. Indiana St. 

M. Ass., 1914, vii, 514. By Surg., Gynec. & Obst. 
The author sums up the manner of selecting cases 
of goiter for operation in a very clear way. He lays 


stress on the increase of better statistics and post- 
operative results with our increase in knowledge of 


Graves’ disease. In selecting cases for operation 
he thinks the first consideration should be the bene- 
fit to be derived from operation, and also the danger 
of the operation. Simple goiters are most amenable 
to treatment. Many patients have the operation 
done for cosmetic purposes alone. Again, the 
operation may be performed because of obstruction 
to the respiratory passages or because of pressure 
on the trachea. The operation may also be de- 
manded on account of suspected malignancy or 
absorption of toxin which cripples the heart, kidneys, 
and liver in later years. He thinks thyroidectomy 
is contra-indicated in disease of the thymus, kidney, 
heart, muscles, in cirrhosis of liver, and in diabetes. 

He advocates early operation in substernal goiter 
with pressure-symptoms. ‘The goiter of adolescence 
usually disappears spontaneously or under treat- 
ment. If there are symptoms of goiter without 
enlargement of the thyroid or exophthalmos, opera- 
tion should not be performed, because the patient 
will receive no benefit. Some other ductless glands, 
such as the adrenals, thymus, or hypophysis as a 
causative factor should be looked for. He lays 
stress on the danger connected with the operation 
in cases of bad hyperthyroidism and advocates 
its postponement until the acute symptoms sub- 
side. He quotes Mayo in giving the important 
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symptoms in their order in making a differential 
diagnosis of hyperthyroidism: viz., cerebral stimula- 
tion, vasomotor disturbance of the skin, tremor, 
mental irritability, tachycardia, loss of weight, 
cardiac insufficiency, exophthalmos, diarrhoea, 
vomiting, mental depression, and jaundice. Opera- 
tion in late malignancy of the thyroid is not ad- 
visable where there is involvement of the lymphat- 
ics, except to afford relief from pressure-symptoms. 
Severe or acute cases of hyperthyroidism where 
there is degeneration of the heart muscles with an 
irregular pulse and low blood-pressure should not 
be operated on. In case of a relapse after partial 
thyroidectomy the patient should be treated med- 
ically, and if improvement is not rapid it is wise to 
ligate the vessels of the remaining superior pole. 
Later on the enlarged part of the remaining gland 
will be removed. 

The author believes that the mortality has been 
reduced in these operations because of the better 
selection of patients and the type of operation done. 
He lays particular stress on the importance of the 
two-stage operation. 

In cases of acute Graves’ disease resisting medical 
treatment where thyroidectomy is not advisable, 
the author thinks injections of boiling water into 
the gland as advocated by Porter is beneficial. 

In the most severe cases it is better to do the 
two-stage operation, ligating the superior poles 
first, and when the patient recovers a partial thy- 
roidectomy can be done. Harry G. SLoay. 


Martin, H. H.: Goiter: Surgical Treatment. J. 
Indiana St. M. Ass., 1914, vii, 516. 
By Surg., Gynec. & Obst. 

The author takes up most of the well-known sur- 
gical procedures in the treatment of Graves’ disease, 
first entering into the physiology of the thyroid 
gland and then its pathological physiology, where he 
thinks that changes in the gland have each their 
different train of symptoms corresponding to their 
severity. He calls attention to the difficulty in 
differentiating the milder types of thyroid intoxica- 
tion from those cardiovascular symptoms produced 
by other intoxications. 

Martin thinks that after medical treatment 
has failed every goiter should be operated on; cases 
of mild hyperplasia producing mild symptoms of 
hyperthyroidism recover spontaneously. He de- 
plores the fact that many cases of known exophthal- 
mic type of goiter are treated medically until grave 
pathological changes have taken place in the heart 
and kidney, contra-indicating further surgical treat- 
ment. A few neglected acute cases of Graves’ 
disease can be made fair surgical risks by the liga- 
tion of the superior thyroid arteries, and later on, in 
the course of about four months, when they have 
gained 20 or 30 pounds, offer a safe risk for partial 
thyroidectomy. He advocates ether as an anes- 
thetic and novocaine as a local anaesthetic where 
necessary. Asphyxia may be prevented during the 
operation for substernal goiter by opening the 
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trachea when necessary. In the author’s opinion 
the results from transplantation of thyroid tissues 
are too uniformly poor to be recommended. 

In summing up he makes seven points: 

1. All cases of goiter producing symptoms which 
have not improved under medical treatment should 
be operated upon. 

2. In cases where the heart is still bad, the 
heart remaining dilated, albumin being present 
in the urine, prostration and great muscular 
weakness continuing, operation should not be per- 
formed. 


SURGERY OF 
CHEST WALL AND BREAST 


Pfahler, G. E.: The Treatment of Recurrences and 
Metastases from Carcinoma of the Breast. 
Arch. Rontg. Ray, 1914, xix, 220. 

By Surg., Gynec. & Obst. 


The author discusses in detail fifteen cases, giving 
the results of the réntgen treatment. 

He emphasizes the great importance of accurately 
determining the extent of the disease and applying 
the treatment as promptly and vigorously as 
possible. 

His technique in the cases reported varied with the 
advance in equipment. At the time the article was 
published he used a water-cooled tube with flowing 
water. The area to be treated was divided so that 
deep structures would be reached from several 
angles, thus preventing surface irritation. The 
areas of skin not directly exposed were protected 
with lead foil and the exposed skin was protected 
by filters of leather one-eighth of an inch in thick- 
ness and aluminum 1 to 4 mm. in thickness, the 
filters being placed at the top of the diaphragm to 
prevent soiling. The author uses the Sabouraud 
and Noire pastilles to measure the doses; a delay of 
two weeks is advised after an erythema dose before 
that particular area is exposed again. Since the 
thyroid gland is exposed more or less to the action 
of the X-rays and the thyroid secretion probably 
reduced, the author usually prescribes small doses 
of thyroid extract. 

The following are the author’s conclusions: 

1. The application of the réntgen rays will at 
times cause a disappearance of both small and ex- 
tensive areas of both recurrent and metastatic 
carcinoma. 

2. The disease can be made to disappear when 
it covers the greater portion of the chest. 

3. In at least one case there seemed to be pro- 
duced some constitutional condition which led to 
the rapid disappearance of carcinomatous tissue that 
had not been exposed to the rays. 

4. The additional administration of thyroid 
extract aids in the cure of the disease by maintain- 
ing a proper balance of the thyroid secretion. 
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3. In acute Graves’ disease where the heart 
shows one inch dilatation ligation of the superior 
thyroid vessels is advised. 

4. Boiling water injections should be used if 
improvement does not follow ligation. 

5. The use of 1 per cent novocaine for local 
anesthetic is advised. 

6. A skilled anesthetist should be employed. 

7. In substernal goiters producing pressure-symp- 
toms ligation of the superior thyroid arteries is 
advocated in order to make the cases better surgical 
risks. Harry G. SLoan. 
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5. The disease should be treated as actively and 
with as large doses as circumstances will permit, 
every means being used to protect the skin. 

6. Treatment should be begun immediately 
after operation for carcinoma. 

A. Evans. 


Moorhead, J. J.: The Abduction Treatment of 
Fracture of the Clavicle. Post-Graduate, 1914, 
Kxix, 831. By Surg., Gynec. & Obst. 

The author describes a method of treatment of 
fractured clavicle by means of a plaster spika 
applied to the shoulder and humerus at right- 
angled abduction to the body. He claims that 
this gives better apposition than any other method. 

He advises its use, however, only in difficult cases 

or in those where perfect anatomical result is 

especially desired. _F. C. Kipner. 


Mertens, G.: Anatomical-Technical Study of 
Pneumolyis (Anatomisch-technische Studie zur 
Frage der Pneumolyse). Deutsche Ztschr. f. Chir., 
1914, CXXXi, 140. By Surg., Gynec. & Obst. 

Mertens gives a detailed anatomical discussion 
of the endothoracic fascia, with references from the 
work of many anatomists and surgeons. He thinks 
the discrepancies in these descriptions are due to the 
fact that the fascia is very variable, and does not 
offer a uniform picture in different individuals. In 
only four of fifteen cases that he describes was there 
a well-marked endothoracic fascia; in all the others 
it was very delicate and transparent. It cannot, 
therefore, have the importance that has been at- 
tached to it by many surgeons in pneumolysis. 

He thinks that in pneumolysis the adhesions 
should always be freed with the finger, never with a 
blunt instrument; for the surgeon must depend on 
feeling rather than on sight, and for this the im- 
mediate touch with the finger is necessary. In 
chronic tuberculosis there is generally little difficulty 
in freeing the pleural sac from the chest wall, for 
the adhesions are mostly between the folds of the 
pleura. A. Mayer performs intrapleural as well as 
extrapleural pneumolysis, and thinks there is no 
danger in the opening of the pleura necessitated. 


GENERAL SURGERY —SURGERY OF THE CHEST 


Various substances have been used to plug the 
cavity produced between the pleura and the chest 
wall. Baer uses bismuth-paraflin-vioform; Jessen, 
a filling made of wax-vaseline and salicylic acid; 
Gwerder, a pneumatic plug made of a closed rubber 
tube; Tuffier uses fat; Wilms uses parts of the re- 
sected ribs; others use gas. A. Mayer thinks that it 
is not necessary to fill the cavity at all; he believes 
the lung remains collapsed long enough without it. 
The author is engaged in making experiments in 
filling the cavity with blood from the intercostal 
arteries and veins. A. Goss. 


Torek, F.: Interpleural Pneumolysis (Pneumolysia 
interpleuralis). Deutsche Ztschr. f. Chir., 10914, 
CXXX1, 132. By Surg., Gynec. & Obst. 

Torek proposes the operation which he calls 
interpleural pneumolysis, for cases of pulmonary 
tuberculosis in which pneumothorax would be in- 
dicated, but where, on account of extensive ad- 
hesions, it either cannot be carried out or would 
only produce insuflicient collapse of the lung. 

The operation consists in freeing the adhesions 
between the folds of the pleura, in distinction from 
extrapleural pneumolysis in which the adhesions 
are freed outside the pleural cavity. Anwsthesia 
is given by intratracheal insufilation or under 
differential pressure. An incision about 15 cm. 
long is made in the sixth or seventh intercostal space 
and after careful hemostasis the pleura is opened. 
The head is lowered so that if a cavity is opened the 
contents will be emptied through the mouth. 
With the tip of the finger the adhcsions are first 
freed near the incision, while the ribs are held 
apart. The freeing of adhesions is gradually con- 
tinued until the whole hand can be introduced and 
the most distant parts of the lung freed. When 
the process is completed the lung collapses as far 
as the degree of infiltration will permit. It is left 
in this collapsed condition and the wound closed 
without drainage. 

Care should be exercised in passing over cavities 
not to make an opening into them. The author 
describes a case in which such an opening was made 
and emphysema resulted. Two réntgen pictures of 
the case are given. The operation is simple and 
well borne, even by patients in far advanced stages; 
cough and temperature decline, the general con- 
dition improves, and the cavities disappear. 

A. Goss. 


Jacobaeus, H. C., and Tidestrém, H.: Method of 
Overcoming Adhesions That Interfere with 
Artificial Pneumothorax (En my metod att 
avligsna adherenser vid pneumothoraxbehandling 
av lungtuberkulos). //ygiea, 1914, |xxvi, 865. 

By Surg., Gynec. & Obst. 

Jacobaeus and Tidestrém have been improving the 
technique for direct visual inspection of the interior 
of the chest and abdomen, so that now, they say, 
the pleural cavity can be inspected under local 
anesthesia without the least discomfort to the 
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patient. They even found it possible to resect 
part of a tumor in the pleura after thus locating and 
inspecting it. 

A small actual cautery has been devised for minor 
operations in the pleural cavity under this technique, 
and with it they have succeeded in severing cord- 
like pleuritic adhesions which otherwise would have 
completely prevented effectual compressi n of the 
diseased lung under artificial pneumothorax. By 
thus severing one coarse band they succeeded in 
producing conditions favorable for inducing pneu- 
mothorax in a young woman with a large cavity in 
one lung. The prompt effect of the artificial 
pneumothorax was remarkable, the general health 
rapidly improving as the output of sputum became 
reduced. It had previously been profuse, contain- 
ing numerous tubercle bacilli, but ceased almost 
completely after the inflation. In two other cases, 
also reported in detail, similar minor intrapleural 
operations were done—all without discomfort or 
the slightest by-effects or danger. Ré6ntgenograms 
are given of the first case both before and after 
the adhesion had been severed with the cautery. 

A. Goss. 


TRACHEA AND LUNGS 


Hupp, F. L.: Tracheotomy; a New Retractor and 
Tube Pilot for the Emergency Operation. 
Surg., Gynec. & Obst., 1914. xix, 671. 

By Surg., Gynec. & Obst. 


Several years ago Hupp recognized the high rate 
of mortality attending the operation of opening the 
trachea. He had two fatalities before the operation 
was completed, and realizing the imperative need 
for some retractor and tube guide which might be 
quickly and efficiently placed, devised an instru- 
ment for this emergency operation which he called 
a retractor and tube pilot. 

The instrument is fashioned like a miniature Sims 
speculum, as may be seen by the illustration, one 
end terminating in a probe point, grooved on its 
convex side like the Sims instrument, but fashioned 
so that the two sides converge toward the probe 
point. When the tracheal rings have been divided 
it too frequently happens, as an effort is made to 
pass the cannula, that the severed rings, either 
through aspiration or pressure, are inverted, and 
the patient stops breathing. 

It is in just such an emergency that this new 
dilator and tube pilot may be quickly forced through 
the blood and the severed windpipe, and the asphyx- 
iated patient relieved. 

Hupp mentions a series of interesting and useful 
rules for the operation of tracheotomy and makes 
the following claims for the retractor: 

1. Laryngeal asphyxia from any cause may be 
relieved with the new instrument and a penknife. 

2. It will guide the cannula quickly, safely, and 
accurately into the trachea, in the presence of 
copious bleeding. 

3. Ina short, fat neck with suffocating dyspnoea, 
relief may be given with expedition. 
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Fig. 3 


Fig. 2 


Fig. 1 
Fig. 1. Tracheal retractor and tube pilot. 


Fig. 2. Showing wide separation of tracheal rings. 
Fig. 3. Retractor acting as tube pilot. 


4. It is useful and safe in the hands of the gen- 
eral practitioner. 

5. Where a second operation must be done in 
the presence of cicatricial and inflamed tissue the 
windpipe can be entered without trouble. 

6. When the tracheal tube has been coughed out, 
a painless replacement may be quickly made. 


Frangenheim, P.: Surgical Treatment of Cavities 
in the Lungs (Chirurgische Behandlung der 
Lungenkavernen). Med. Klin., Berl., 1914, x, 
1299. By Surg., Gynec. & Obst. 


Frangenheim regards operative treatment as 
indispensable for a cavity in the apex if it persists, 
little if any modified, after all the other tuberculous 
processes in the lungs have healed. Baer has re- 
ported success from surgical treatment of cavities 
in both lungs. The chances are better when the 
folds of the pleura are adherent, but a cavity in the 
apex with open pleural cavity does not absolutely 
contra-indicate intervention. With a very large 
and thin-walled cavity there is danger of the wall’s 
suffering from inadequate blood-supply. Rént- 
genoscopy and the exploring finger give warning. 

In the treatment of a cavity in the upper lobe 
the author insists that pneumolysis offers better 
chances than operations on the chest wall. By 
pneumolysis he means operative mobilization of the 
upper lobe after the cavity has been emptied by 
gravity, the patient reclining on his side for an 
hour. A few centimeters is resected from the second 


or third rib in front and, through a lengthwise 
incision in the periosteum behind, the finger is 
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worked through” between the fascia and the costal 
pleura and the upper lobe is loosened up all around 
to correspond to the extent of the cavity. An 
opiate before the operation prevents reflex phenom- 
ena, and the whole operation can be done under local 
anesthesia, dabbing the pleura with the anesthetic 
solution. He has never had any hemorrhage worth 
mentioning with this operation. 

When the part of the lung containing the cavity 
is thus mobilized, the cavity may be obliterated by 
compression from a paraffin or other filling injected 
between the pleura and the chest wall. Various 
drawbacks have been encountered with different 
fillings. Paraffin is so heavy it is apt to slide down 
below the cavity, and it has also been known to 
work its way outward through the breach in the 
ribs, causing a suppurating fistula. Friction from 
the paraffin has also caused gangrene of the lung 
tissue in some instances. Compression of the lung 
by an inflatable bag introduced into the extrapleural 
space is apt to lead to infection. Wilms uses fat 
tissue as the filling, and this seems the best of all for 
the purpose, provided it is not too rapidly absorbed. 
Mayer insists that the pneumolysis alone without 
any filling is all that is necessary at first. Later, if 
the lung shows a tendency to expand and open up the 
cavity again, nitrogen can be injected to fill the 
space. Both Wilms and Baer insist that the filling 
procedure need not be restricted to old, chronic, 
shriveling cases, but can be applied in a recent 
process with cavities. There need be no fear that 
the procedure in itself will aggravate the tuber- 
culosis. The cavity is influenced by the pneumoly- 
sis much more than by a thoracoplastic operation, 
while the heart, other parts of the lungs, and the 
muscles controlling expectoration are not impaired 
by it. 

"When the technique for filling the extrapleural 
space is further perfected, the pneumolysis method 
will certainly be found extremely valuable for 
treatment of cavities in the lungs, especially in 
the upper lobe; while with diffuse pulmonary disease 
thoracoplasty answers the purpose better. 

A. Goss. 


Kawamura, K.: Experimental Study of Extirpation 
of the Lung (Experimentelle Studien iiber die 
Lungenexstirpation). Deutsche Ztschr. f. Chir., 
1914, CXxxi, 189. By Surg., Gynec. & Obst. 


Kawamura describes the results obtained in 
extirpating one lung—z23 dogs being used for the 
experiments. He finds that dogs can live after the 
extirpation of one entire lung; if they are young they 
continue to grow without any noticeable inter- 
ference with growth. Some of the dogs even lived 
after the extirpation of a part of the other lung also. 
The chief difficulty in extirpating the lung lies in 
caring for the bronchial stump. Meyer’s method of 
lowering it is a good one, but cannot be used if the 
bronchus is too short or if the animal is very small. 

In many cases the author amputated the lung in 
the middle, between two forceps, ligated the great 
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vessels and bronchia, and closed the wound ac- 
curately with a continuous suture. The results 
were excellent. Expansion of the remaining lung 
was perceptible at the end of the operation and 
reached its maximum within 30 to 60 days. The 
cavity left by extirpation of the lung was completely 
effaced within about 30 to 60 days by displacement 
of the heart and mediastinum, increase in size of the 
remaining lung, rising of the diaphragm, sinking of 
the upper aperture of the thorax, and sinking in of 
the wall of the thorax on the operated side. Lateral 
curvature of the spine developed with the convexity 
on the operated side. In spite of the fact that he 
used the hyperpressure apparatus, there was no 
collection of fluid in the thoracic cavity, such as 
Sauerbruch observed. Microscopically, the re- 
maining lung showed soon after the operation the 
picture of acute vesicular emphysema, and after a 
considerable time that of a vicarious emphysema. 
There was always a true compensatory hypertrophy 
of the lung, never a hyperplasia. The vessels of 
the lung were at first markedly dilated, later new- 
formed. The alveoli communicated with each other 
normally through the pores in their walls. There 
were no enlarged or coalesced pores in the hyper- 
trophied lungs. The heart was macroscopically 
somewhat enlarged, but, as a rule, showed no 
microscopic changes. The operation was easily 
carried out with the aid of Shoemaker’s hyper- 
pressure apparatus. This apparatus also gives 
excellent service in artificial respiration. A. Goss. 


PHARYNX AND C&SOPHAGUS 


Lewin, C.: Radium Treatment of Carcinoma of 
the Gsophagus and Cardia (Zur Radiumthera- 
pie des Osophagus and Kardiakarzinoms). Therap. 
d.Gegenw., 1914, iv, 103. By Surg., Gynec. & Obst. 

The author has treated 25 cases and with the 
exception of a few that were hopeless from the be- 
ginning he has had more or less favorable results. 

The subjective symptoms, such as stenosis, as well 

as the objective findings on examination with 

sounds and réntgen rays showed improvement 
within a comparatively short time. One case was 


ABDOMINAL WALL AND PERITONEUM 


Levit, J.: Hernias in Unusual Anatomical Posi- 
tions (Beitrag zu den seltenen Hernien; Briiche 
mit seltener anatomischer Lage). Cas. lék. Eesk., 
1913, lii, 1387, 1430, 1463, 1504, 1527, 1561, 1580, 
1624, 1637. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 
Abdominal hernias, except those of the linea alba 
and linea spigelii, are generally the result of opera- 
tions, more rarely of injuries or abdominal inflam- 
mations. Twenty-one cases of free abdominal 


hernias were observed, 8 in men and 13 in women, 
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particularly noteworthy; so far as clinical appear- 
ances went it was completely cured after five 
months. The radium or mesothorium was placed 
in a platinum or gold filter and covered with a hard 
rubber cover, then placed on a slender silk bougie 
and introduced by means of a hollow sound. Asa 
rule 50 to So mg. were used, and left in position 
two to four hours. This treatment was given 2 to 
3 times a week for about five weeks, and was com- 
bined with external irradiation with réntgen rays or 
radium, and sometimes atoxyl injections. A. Goss. 


Jianu, A.: Plastic Reconstruction of the Gsopha- 
gus (Uber Osophagoplastik). Deutsche Ztschr. f. 
Chir., 1914, CXXX1, 397. By Surg., Gynec. & Obst. 

Two years ago Jianu published a method of 
plastic operation on the oesophagus, consisting of 
making a tube from the greater curvature of the 
stomach and bringing it out under the skin of the 
breast. He now describes in detail two cases 
operated upon by the method. The patients were 
children two and four years of age. He finds that 
the operation can be performed without danger on 
very young children and even when they are in 
very poor condition. The new cesophagus can be 
formed from the stomach even in cases where the 
latter is adherent to the abdominal wall. 

Several objections have been urged against the 
method, among them being: (1) That the new- 
formed cesophagus was not long enough so that the 
upper end of it could be brought up under the 
clavicle. To avoid this difficulty, after the gastro- 
colic ligament is cut the gastrolienic and gastro- 
phrenic ligaments must also be incised. (2) That 
the secretion at the upper end of the tube digests 
the skin around it. Where this occurs it is the 
result of a technical error. The mucous membrane 
should be taken from the pyloric end of the stomach, 
where it contains only mucous glands. (3) That 
peristalsis in the tube forces the food back so that 
the stomach is emptied in the wrong direction. 
This is due, not to peristalsis, for the tube is so 
placed that antiperistalsis occurs, but to the fact 
that the new cesophagus is made to open much lower 
down toward the pylorus than it should. A. Goss. 


and 16 incarcerated ones, 1 in a man and 5 in women. 
The patients were from 15 to 65 years of age. Six- 
teen cases had been preceded by operations for 
appendicitis, 5 of them incisions of abscesses without 
appendectomy; 11 were operations for peritonitis 
in the intermediary stage with drainage. In one 
case there had been operation for an incarcerated 
inguinal hernia, in 3 cases for umbilical hernia, and 
in one each for resection of the small intestine on 
account of tubercular stricture, ovariotomy, and 
cesarean section. One operation was for recurrent 
abdominal hernia which had appeared after punc- 
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ture for ascites, and in two cases there were injuries, 
one gunshot, and one stab, which had necessitated 
primary laparotomy with drainage. In 8 cases 
suture in layers was performed, twice Kukula’s 
radical operation, 16 times Maydl’s plastic opera- 
tion for umbilical hernia, and once fascia lata was 
transplanted. 

In Maydl’s plastic operation two arch-shaped 
incisions are made, one on each side of the linea 
alba, and a median bridge-shaped flap of fascia 
formed, both edges of which are sutured together 
with invagination of the flap. Over this the lateral- 
ly undermined edges of the abdominal aponeurosis 
are drawn together, forming a second layer over the 
rupture. 

Epigastric hernias were found 21 times among 
2,104 cases of hernia, 18 of them in males and 3 in 
females. They appear most frequently between the 
thirtieth and fiftieth years; the youngest patient 
was 20, the oldest 62. They generally occur in 
people who do heavy work, and result from slight 
injuries of the epigastrium, or continuous tension 
on the tissues of the linea alba which produces small 
gaps through which the preperitoneal fat protrudes. 
The hernias were from the size of a hazelnut to that 
of a child’s head; in 12 the hernial sac was empty, 
in 6 it contained omentum; in one, the tip of the 
stomach; in one, the hepato-umbilical ligament; and 
in another, the gastrohepatic ligament. In one 
case an omental hernia was as large as a child’s 
head, and incarcerated. They all lay midway 
between the ensiform cartilage and the umbilicus. 
In 13 cases there were stomach symptoms so severe 
that the patients could not work, and their nutrition 
was greatly reduced although the stomach was not 
contained in the hernia. In 6 cases Maydl’s plastic 
operation was performed, in addition to simple 
suture of the abdominal wall. Stiihmer has pre- 
viously published 41 cases of hernia of the linea 
spigelii, to which the author adds two new ones, one 
free and one incarcerated. 

The first case was a 52-year-old woman who had 
been very obese, but who had lost much in weight 
for the past four years, after a fall from a chair, 
after which she had pain in the right side of the 
abdomen, and a tumor as large as the fist, which 
disappeared when she lay on her right side; the 
pain also disappeared in this position. Later, the 
pain and tumor had reappeared on sudden move- 
ments, recently even under the abdominal binder 
that had been ordered. A tumor as large as a small 
fist was found somewhat above the middle of the 
left linea umbilico spinalis. Incision was made 
parallel with Poupart’s ligament; under the aponeu- 
rosis there was a hernial sac 5 cm. long with a lipoma 
as large as a hazelnut at the apex. The contents 
was omentum and sigmoid flexure. A _ radical 
operation was performed. 

The second case, a 46-year-old woman. had been 
kicked in the abdomen by a cow when she was 10 
years old; a hernia twice as large as the fist im- 
mediately appearing. An irreplaceable hard tumor 
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as large as a walnut remained, and, as time passed, 
it grew larger and became painful. On the day 
before admission to the hospital coughing had caused 
an increase in the size of the tumor and incarcera- 
tion of the abdominal hernia, which was then as 
large as a hen’s egg, and located at the left edge of 
the rectus between the mesogastrium and hypo- 
gastrium and contained intestine. The intestine 
could be replaced, but something hard remained 
in the sac. An oblique incision was made over the 
hernia, which contained adherent omentum and a 
loop of small intestine. The opening was 2x 1.25 
cm., and lay four finger-breadths above Poupart’s 
ligament at the outer edge of the rectus. 

Encysted hernia is discussed, which Kukula calls 
“hernia in hydrocele” to distinguish it from “her- 
nia and hydrocele.’”’ Twelve cases have previously 
been described, to which three new ones are added. 
This form of hernia can be recognized in a tense 
hydrocele by the fact that there is intestinal tym- 
pany at the upper pole of the hydrocele; it can be 
recognized in a flaccid hydrocele when percussion 
and palpation can demonstrate a hernia, and if by 
pressure on the hydrocele sac the fluid can be 
pushed up into the region of the neck of the hernial 
sac. In transillumination dark spots are seen at 
the upper pole. 

Three cases of obturator hernia were observed 
as follows: 

1. A 37-year-old man had been troubled with 
pain in the stomach and vomiting for two years. 
For six days he had grown worse. There was dis- 
tention of the abdomen and constipation, but no 
external hernia was visible. On administration of 
purgative, diarrhoea stopped, but the vomiting 
persisted. After four days, laparotomy was per- 
formed, with a diagnosis of cecal stenosis. Two- 
thirds of the small intestine was dilated, one-third 
collapsed; at the boundary line between the two, 
the intestine was incarcerated in the left obturator 
canal. On pulling out the intestine, there was 
rupture and a discharge of the contents into the 
pelvis. The intestine was resected, followed by 
irrigation and drainage. Death resulted three days 
later from peritonitis. An ulcer was found in the 
stomach. 

2. Laparotomy was performed on a 68-year-old 
woman for three days’ symptoms of occlusion of 
the intestine. There was incarceration in the left 
obturator canal. Two months later after lifting 
a heavy object she had pain but no symptoms of 
occlusion. When admitted to the hospital six days 
later, the region of the left obturator canal was 
painful on pressure. Laparotomy was done. There 
were dilated and collapsed loops of small intestine, 
and in the obturator canal a loop with no changes 
in its walls. The canal, which would admit a 
finger, was closed by suture of the peritoneum. 

3. The third case was hernia of the intestine 
with a gangrenous wall in the right obturator canal. 
The case was received late and death resulted in 
spite of enterostomy. 
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A case of diaphragmatic hernia operated upon 
by the author’s father has not heretofore been 
published. A boy, 14 days old, had a hernia as 
large as a nut between the sixth and seventh right 
ribs, containing liver and small intestine. After 
reposition a celluloid plate was inserted between the 
diaphragm (peritoneum) and skin. 

Another case was that of a 23-year-old man, who 
was stabbed in the left side of the thorax. The 
result was dyspnoea, no respiratory movements of 
the left half of the thorax, intercostal spaces bulging. 
There was dullness at the left apex; anteriorly to 
the third rib, dullness with tympanitic accompany- 
ing sound; posteriorly, there were tympanitic 
sounds from the spines of the scapula to the ninth 
rib. There was a deep stab wound 7 cm. long be- 
tween the eighth and ninth ribs in the posterior 
axillary line. On opening the wound, a large hole 
was found in the pleura and there were fragments of 
ribs that had been splintered off. The lungs were 
collapsed and at the bottom of the pleural cavity 
omentum could be seen. Just back of the highest 
point of the diaphragm there was a hole, in which 
the omentum was incarcerated. The opening was 
enlarged and the omentum replaced. The dia- 
phragm was sutured in two layers and the sutures 
covered with parietal pleura. Recovery followed 
the closure of the thoracic wound. KLAUBER. 


Zollinger, F.: Traumatic Hernias; the Duty of 
Submitting to Operation (Traumatische Hernien 
Operationspflicht). Monatschr. f. Unfallheilk., 
Leipz., 1914, xxi, 102. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


The author discusses from a medicolegal point 
of view the duty of an insured person’s submitting 
tooperation. The Swiss Federal Court leans toward 
the opinion of the German court and acknowledges 
the duty of being operated upon only when the 
operations are beyond doubt simple and without 
danger. Heretofore it has not considered that 
operation for traumatic hernia belonged in this 
class. The last decision of the Federal Court, 
however modifies this opinion decidedly and has 
established a precedent. The court declared that 
if the hernia was small the prospects of permanent 
recovery were very good and the danger of the 
operation under local anesthesia almost nil, 
even considering the possibility of embolism; 
therefore the Court of Appeals of the Canton of 
Basel came to the conclusion that the complainant 
must submit to operation. The Federal Court, as 
a court of appeal, confirmed the decision of the 
lower court. Gass. 


GASTRO-INTESTINAL TRACT 


Pirie, A. H.: Cinematography of the Antrum Py- 
lori, Pylorus, and First Portion of the Duode- 
num. Arch. Rénig. Ray, 1914, xix, 163. 

By Surg., Gynec. & Obst. 
Pirie has designed a table for producing several 
réntgenograms, for instance, of the duodenum, 
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upon one plate. With the aid of the fluoroscope 
the patient is posed after the method of Cole. 
By a device, described and illustrated in the original 
article, successive portions of the plate are exposed. 
Six exposures, 4x5, are made on one 1ox12, or 
sixteen 3.5x4.25 on one 14x17 plate. 

The change takes one-half second, the exposure 
varying with the apparatus, the sixteen exposures 
occupying not over 32 seconds. 

The reproductions accompanying the paper, 
sixteen views—each of a normal duodenum, a 
pylorus with adhesions, and a duodenal ulcer—are 
sufficient proof of the utility of the device. 

The table is also so fitted that any pair of rént- 
genograms may be stereosocopic, or the whole series 
may be made in stereoscopic pairs. The stereo- 
scopic shift may be either lengthwise or crosswise 
of the patient. Davin R. Bowen. 


Lichty, J. A.: Some Clinical Aspects of Gastric 
Hemorrhage. Am. J. M. Sc., 1914, cxlviii, 680. 
By Surg., Gynec. & Obst. 

Lichty discusses the statistics regarding the fre- 
quency of hemorrhage which seem to differ widely. 
This variance is probably due to ‘observation,’ 
which is very apt to be unreliable. In the author’s 
own case blood was reported to have been seen or 
found chemically or by the Einhorn string-test in 
43 per cent of cases. However, he feels quite sure 
that at some time it was evident in the remaining 
57 per cent, but was not detected. On account of 
the many possible sources of error in the chemical 
occult test, he thinks the Einhorn string-test is 
somewhat more reliable, yet not too much depend- 
ence can be placed upon it. A negative string-test 
is more reliable than a positive one. 

In the past ten years, the author has seen six 
cases of gastric or duodenal ulcer in which sudden 
marked and alarming hemorrhages occurred imme- 
diately upon the withholding of food by the mouth. 
One of these proved fatal. He has also noticed 
this phenomenon in a few cases of gastric carcinoma. 
The theory most widely accepted as regards the 
causation of gastric ulcer is probably lowered general 
vitality, localized traumatism, and increased or 
changed secretions. Hydrochloric acid is an irritant 
to all tissues except the normal mucous membrane 
of the stomach. It would seem reasonable that 
hydrochloric acid, especially when present in high 
values not combined with certain foods, would cause 
increased irritation resulting in hemorrhage. 

1. The statistics of hemorrhage from the stomach 
whether of hamatemesis or melena, or as revealed 
by occult blood-tests, or by string-tests, are of 
very little value. 

2. In the treatment of acute peptic ulcer, or 
acute exacerbation of chronic ulcer, especially when 
accompanied with hyperchlorhydria, food should 
not be withheld from the stomach at once. 

3- Surgical treatment for gastric hemorrhage has 
a very limited but definite field. 

Henry J. VAN DEN Berc. 
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Friedenwald, J.: A Clinical Study of One Thousand 
Cases of Cancer of the Stomach. Am. J. M. Sc., 
1914, cxlviii, 660. By Surg., Gynec. & Obst. 


The author presents a carefully tabulated report 
of one thousand cases of cancer of the stomach, and 
comes to the following conclusions: 

1. Of patients suffering from various gastric 
disturbances, 9.6 per cent are affected with cancer, 
while but 7.8 per cent have ulcers. 

2. The largest proportion of cancers occur be- 
tween the fortieth and sixtieth years of age, while 
the largest proportion of ulcers occur between the 
twentieth and fiftieth years. 

3. The greatest number of cases occur in males 
(588 males and 412 females). 

4. Of patients affected with gastric cancer there 
is a hereditary history of cancer in 9.4 per cent cases. 

5. A definite history of trauma occurs in 1.9 
per cent of cases. 

6. Anemia is present in 82 per cent; chronic 
endocarditis in 11 per cent; arteriosclerosis in 69 
per cent. 

7. Seven per cent give a direct history of former 
ulcer, and only in 23 per cent could the cancer have 
formed from ulcer. 

8. A history of overindulgence in food or drink 
can be obtained in about half of the cases of 
cancer. 

9. The greatest proportion, 89 per cent, of cases 
of cancer present an anacidity; 3 per cent show a 
normal acidity; 4 per cent show hyperacidity, and 
3 per cent, subacidity. Lactic acid is present in 
81 per cent of cases; the Oppler-Boas bacilli in 79 
per cent; sarcine in 32 per cent; coffee-ground con- 
tents in 61 per cent. 

10. The average duration of life is less than one 
year in 66 per cent of all cases; between one and two 
years in 22 per cent; and over two years in 11 per 
cent. 

11. Periods of improvement, including gain in 
weight, are not uncommonly observed for a short 
time in cancer of the stomach. 

12. Latent cancer occurs in 1 per cent of the cases. 

13. Dysphagia is present in 7 per cent of the 
cases, and pain, the most frequent of all symptoms, 
in 93 per cent. Tender abdominal areas are present 
in 69 per cent. 

14. Anorexia and vomiting are most prominent 
symptoms, being present in 89 per cent of cases. 

15. Hamatemesis is present in 25 per cent of all 
cases, and melena in 19 per cent. Occult blood 
appears in the stools in 92.5 per cent. 

16. The tumor was sufficiently advanced to be 
palpable in 72 per cent of cases, but only in 30 per 
cent of these cases within a half-year of the first 
appearance of symptoms; while in 60 per cent of 
cases this symptom was manifested after the first 
six months. 

17. Clinically, in 60 per cent of cases the cancer 
is located at the pyloric area; in 7 per cent at the 
cardiac area; and in 30 per cent there is a general 
involvement. 
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18. Ninety-nine per cent of the gastric cancers 
are primary and but 1 per cent represent secondary 
growths. 

19. Dilatation of the stomach occurs in 47 per 
cent of cases. 

20. Perforation occurs in 2 per cent; fever in 43 
per cent; ascites and oedema in 21 per cent; jaundice 
in 3 per cent; and metastases are present in 67 per 
cent. 

21. Operation was performed in 28 per cent of the 
cases; in 52 per cent of these there were exploratory 
laparotomies; in 37 per cent gastro-enterostomies; 
in 8 per cent gastrostomies; and in 3 per cent 
pylorectomies and gastrectomies. In but a small 
proportion of cases did the patients survive more 
than a year after operation. 

22. As determined by operation or autopsy the 
location of the growth was as}follows: In 59 per 
cent there was pyloric involvement; in 8 per cent 
cardiac involvement; in 8 per cent involvement of 
the lesser curvature; in 4 per cent of the greater 
curvature; in 2 per cent of the fundus, and in 19 
per cent there was a general involvement. 

The early diagnosis of cancer of the stomach is 
usually quite difficult, for the most important 
symptoms may be absent even though the growth 
may have already assumed considerable propor- 
tions. 

The most important sign of this disease, the 
presence of a palpable tumor, is observed in 72 per 
cent of cases, and yet in 60 per cent of cases it makes 
its appearance six months after the first appearance 
of symptoms, and it cannot therefore be relied upon 
as an early sign of the disease. 

The absence of free hydrochloric acid is a frequent 
sign, as it is present in 89 per cent of cases, and yet 
the symptom is so frequent in other conditions that 
it loses much of its value. 

Signs of pyloric obstruction with consequent 
dilatation are noted at times, and when present 
early are of the greatest diagnostic importance. 
According to the author, one of the most constant 
signs as an early manifestation of the disease is the 
presence of occult blood in the stools. It was present 
in 92.5 per cent of the series of cases. The continued 
occurrence of this sign whenever there is a suspicion 
of cancer points rather certainly to the presence of 
this disease. 

A history of some previous digestive trouble was 
observed in 232 cases — 23 per cent. Of these, 109 
had slight attacks of indigestion for a period of five 
years or more preceding the present gastric disease, 
while 25 had slight attacks during the five years 
preceding the present disease. Of the remaining 
123 cases, 23 had chronic indigestion more or less all 
of their lives, while 29 had chronic indigestion 
— during the last years preceding the present 
illness. 

Seventy-three cases had a definite history of 
former gastric ulcer. It is therefore evident that 
in the 1,000 cases but 23 per cent presented a history 
of any previous digestive disturbance even in the 
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slightest degree, and that but 7.3 per cent gave a 
direct history of ulcer. If, therefore, all of the former 
digestive disturbances be considered as due to ulcer, 
the formation of gastric cancer from ulcer could not 
have taken place in more than 23 per cent. If all 
of the cases with slight digestive disturbances be 
disregarded in the series this percentage is reduced 
even to 12.3 per cent. The author, therefore, be- 
lieves that from a study of his own cases from a 
clinical point of view, as well as from the pathologi- 
cal studies of Aschoff, that the figures of Wilson 
and MacCarthy — 71 per cent —so often referred 
to, are far too high. 

The early diagnosis of cancer of the stomach is 
still difficult, and the author advises exploratory 
incisions in all patients over forty years of age in 
whom there is a suspicion of malignancy. Excisions 
of gastric ulcers should be considered on account of a 
certain proportion becoming malignant. 

Henry J. VAN DEN Berc. 


Januschke, H.: Some Physiological Points in the 
Treatment of Stomach Ulcer and Related 
Conditions (Einige physiologische Gesichtspunkte 
in der Behandlung des Magengeschwiires und 
verwandter Zustinde). Therap. Monatsh., Berl., 
1914, XXVill, 244. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

Many nervous persons suffer from spasms of the 
muscularis mucose of the stomach that lead to 
ischemia and finally to ulcer of the stomach. The 
irritation that produces the convulsions of the 
muscles can be overcome by excluding the motor 
endings of the vagus. Atropine accomplishes this. 
Five drops of a 1 per cent solution of atropine sul- 
phate is given three times daily one-half hour before 
meals. This amounts to about 0.3 mg. atropine 
sulphate at a dose. If this does no good the dose is 
increased to 0.5 mg. three times daily. 

There are two reasons why stomach cramps do 
not always yield to energetic atropine administra- 
tion. There may be spasm of the pylorus also; 
in such cases atropine solution should be given per 
rectum or subcutaneously, or there may be an 
abnormal occlusion by contracture of the sphincter 
of the pylorus; in such cases it is probable that 
nothing can be accomplished by atropine. ‘This 
sphincter is innervated by the sympathetic, and 
there is, at present, no known means of excluding 
the sympathetic nerve-endings, but papaverine 
hydrochloride diminishes the sensitiveness of the 
smooth muscles to nervous and other irritations. 
It is given in centigram doses by the mouth or 
subcutaneously. Pal recommends as the maximum 
first dose 6 cg. internally or subcutaneously, and 
1 cg. intravenously. 

In cramps of the muscles of the stomach that are 
caused not only by the vagus but also by other 
irritations from the nerves or the blood, it is ad- 
visable to give a combination of atropine and pa- 
paverine. Morphine should not be used, and opium 
should be replaced by papaverine. 
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Food stuffs and their relation to motility are 
discussed, with reference to sparing the mucous 
membrane of the stomach and saving it from irrita- 
tion. Among the most effective means of excluding 
irritation is anesthetizing the mucous membrane; 
anesthesin in powder form is given two or three 
times daily by the mouth, in doses of from 0.3 to 
o.5 gr. Analgesics also cause a decrease in certain 
inflammatory exudative processes. An accurate 
analysis of the means of stopping pain is also of 
value in diagnosis — diagnosis through therapeutics. 
If stomach pains disappear under atropine they are 
due to muscle spasms; if anzsthesin or novocaine 
is necessary to complete the effect, it indicates that 
there was a true inflammatory or wound pain. ‘The 
results of papaverine in diagnosis are not uniform. 
If abdominal pains disappear on the inhalation of 
amyl nitrite (lead poisoning and many nervous 
affections), then the result is caused by the dissolu- 
tion of a spasm of the blood-vessels. Hyperamia 
decreases irritation, quiets pain, and exercises a 
curative effect in the diseased tissues. It is pro- 
duced by heat. WEINBERG. 


Payr: Indications for Operative Treatment of 
Ulcus Callosum Ventriculi (Zur Indikationsstel- 
lung der operativen Behandlung des Ulcus kallosum 
ventriculi). Zentralbl. f. Chir., 1914, xli, 1065. 

By Surg., Gynec. & Obst. 

By ulcus callosum, Payr indicates that form of 
ulcer of the stomach characterized by an extensive 
firm induration, palpable in the wall of the stomach 
and visible on the surface. The serosa is very 
vascular, and fine or coarse adhesions may be 
present; the wall of the stomach has a chronic 
cedematous consistency, with scarlike contractions, 
and shows extensive infiltration. The regional 
lymph-nodes are usually enlarged. ‘‘Tumor- 
forming” ulcers are seen especially in the region 
of the pylorus and are differentiated with difficulty 
from carcinoma. All these varieties of ulcer may 
become carcinomatous. Histologic examination of 

a regional lymph-gland during the operation may 

fail in establishing the diagnosis of carcinoma. 

Payr advises resection in all cases of “‘callous ulcer,” 

if the patient’s condition will permit. Gastro- 

enterostomy is reserved for simple ulcers, duodenal 
ulcers, and pyloric stenosis due to ulcer. 
P. ZEIsLER. 


Perthes, G.: Resection of the Stomach for Ulcer of 
the Stomach (Uber die Resektion des Magens bei 
Magengeschwiir). Arch. f. klin. Chir., 1914, cv, 80. 

By Surg., Gynec. & Obst. 

Recent wor:. by surgeons and radiologists has 
shown the great frequency of spastic hour-glass 
stomach. Von Bergmann and others think that this 
may be not only a result of ulcer of the stomach 
but a cause of it. The spastic contractions are due 
to a general nervous disturbance of the vagus and 
sympathetic. The contractions shut off the vessels, 
and lead to nutritive disturbances, ischemia, and 
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self-digestion in the region from which the cir- 
culation is cut off. The author thinks this can be 
true only when the spasm and the ulcer are at the 
same site, but this is not always the case. How- 
ever, even if they are not causative the spasms may 
serve to keep up and extend an ulcer, transforming 
an acute into a chronic one. Moreover, these 
spastic stenoses may prevent recovery of an ulcer 
at a distance from the pylorus after gastro-enter- 
ostomy. 

Perthes describes three cases in which ulcers of 
the lesser curvature continued to develop and 
penetrate in spite of the fact that a gastro-enter- 
ostomy opening that had been established was func- 
tioning perfectly. The ulcers were shut off from 
the opening by the contraction, which, being 
spastic, had disappeared on operation. The pa- 
tients recovered after transverse resection of the 
stomach had been made. Such resection is un- 
conditionally indicated in this class of cases, whether 
the ulcers are carcinomatous in nature or not. 
Ulcer of the pylorus, on the other hand, may be 
treated by gastro-enterostomy, with or without 
exclusion of the pylorus if it is beyond doubt non- 
carcinomatous. 

It is difficult to differentiate carcinoma and callous 
ulcer. The author suggests as the best method of 
differentiation an examination of the lymph-glands 
at the time of operation. A lymph-gland can 
easily be removed and a frozen section examined 
within 7 minutes. Some cases of carcinoma may 
escape detection in this way, but the majority of 
them can be diagnosed. If there are signs of 
carcinoma, resection should be performed. 

The author has performed 40 resections since 
1g11 with three deaths; among the 18 pure trans- 
verse resections there were no deaths. Two of 
the deaths were in cases of resection of the pylorus 
and one in a case of resection of the central half of 
the stomach. During the same time he has per- 
formed 56 gastro-enterostomies without a death. 
Three of the patients that have died since died of 
carcinoma, so that he thinks even more extensive 
resection than usual is indicated in carcinomatous 
cases. Of the 18 transverse resections for ulcer of 
the fundus 15 have been under observation for 
longer than three months, and are in good general 
condition and have increased in weight. This 
indicates that the partial or total exclusion of 
stomach digestion is wholly compensated for by the 
increased activity of intestinal digestion. A. Goss. 


Reuben, M.S.: Pyloric Stenosis in Infancy. Arch. 
Pediatrics, 1914,xxxi, 809. By Surg., Gynec. & Obst. 
After thoroughly discussing all phases of pyloric 
stenosis in infants, the author reports three typical 
cases. The points of interest in the first case are: 
(1) There were two cases of pyloric obstruction in 
one family, both males. The first was of a high 


grade type and led to a fatal termination, while the 
other (the one reported) was mild and the recovery 
was speedy. 


(2) The infant improved immediate- 
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ly when complementary feeding was instituted. (3) 
The pyloric tumor and visible peristalsis disappeared 
when the infant began to gain. (4) There was a 
high acidity even when the child was doing well, 
proving that the spasm was not duetothis. (5) An 
X-ray of the stomach taken when the infant was 
gaining showed much delayed transmission of food. 
This case illustrates the presence of both spasm 
and organic obstruction of a mild degree. The 
tumor and peristalsis were probably due to spasm 
of the pyloris. The presence of gastric retention 
and delayed transmission of food during convales- 
cence point either to the presence of a slight organic 
stenosis or to the fact that the stomach had not yet 
recovered its full motor power, due to atony from 
over-distention. 

The points of interest in the second case are: 
(1) The absence of visible peristalsis and palpable 
tumor, with a high degree of stenosis; (2) the 
absence of gastric retention on account of very fre- 
quent vomiting; (3) the total acidity never was 
higher than 35, and free hydrochloric acid was 
always present; (4) the appearance of a normal 
milk stool after three days of starvation stools; 
(5) the return of vomiting after operation points 
to the presence of spasm as a superimposed factor 
in these cases, as there was no obstruction after 
operation. A _ posterior gastro-enterostomy was 
performed in this case. The child recovered. 

The third case also recovered. E. L. Cornett. 


Veeder, B. S.: Duodenal Ulcers in Infancy. 
J. M. Sc., 1914, cxlviii, 709. 
By Surg., Gynec. & Obst. 


Veeder reports five cases of duodenal ulcer. Four 
were diagnosed clinically and later confirmed in 
three instances at autopsy; in one case the lesion 
was unsuspected during life, and was found post- 
mortem; in the fourth case the infant recovered. 
All infants were under six months of age and 
““marasmic,” and in only one case were the diatetic 
errors pronounced. Vomiting was present in all five 
cases. Massive hemorrhage was present in four of 
the five cases. When the latter symptom is absent, 
the diagnosis cannot be made — acute ulcerative 
lesions of the lower intestine, fissure, etc., must be 
excluded. 

Tests for blood should be made in all cases where 
vomiting is associated with atrophy in young infants. 
The prognosis is unfavorable on account of the age 
of the patient and the associated nutritional dis- 
orders. For the same reasons surgical interference 
has not been deemed advisable. 

Henry J. VAN DEN BERG. 


Am. 


Briining, A.: Technique of Exclusion of the Py- 
lorus in Ulcer of the Stomach (Beitrag zur 
Technik der Pylorusausschaltung beim  Ulcus 
ventriculi). Muainchen. med. Wchunschr., 1914, 1xi, 
1107. By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


Briining’s method is a modification of Wilms’ 
method of exclusion of the pylorus. He makes a 


circular incision in the serous and. muscular coats 
around the ulcer down to the mucous membrane. 
He then covers the mucous membrane with a strip 
of fascia taken from the sheath of the rectus, and 
by simple suture covers the defect in the serous and 
muscular coats. The advantage that he claims for 
his method is that, inincising the muscle, Auerbach’s 
plexus is cut, which conducts the peristaltic stimulus, 
and this stops the frequent cramplike contractures 
that otherwise take place. BERNARD. 


Guleke, N.: Results of Exclusion of the Pylorus by 
Ligation (Ergebnisse der Pylorusausschaltung 
durch Fadenumschniirung). Arch. f. klin. Chir., 
1914, CV, 67. By Surg., Gynec. & Obst. 

Kelling and Parlavecchio’s method of excluding 

the pylorus by ligation has fallen more or Jess into 
discredit, because of some clinical failures that have 
been observed and because of a series of animal 
experiments conducted by ‘Tappeiner. These 
showed that ligatures around the intestine or pylorus 
in dogs cut through the wall and were discharged 
into the intestine; they were eliminated after two or 
three months, and only left a fine linear scar which 
did not obstruct the lumen at all. The author 
himself had made a series of animal experiments with 
similar results. But he had a number of cases in 
which the method seemed indicated on account of 
its simplicity and the short time required; so he 
used it in 13 cases, and for the sake of testing the 
results has examined the patients after periods 
varying from six months to two years. He ex- 
amined the contents of the stomach chemically and 
took réntgen pictures to determine whether the food 
was passing through the pylorus or the gastro- 
enterostomy opening. Two of the patients died, 
so that 11 were left for examination. The clinical 
results were good in all except one patient who com- 
plains of hyperacidity. The patients are able to 
work and some of them are men doing very heavy 
work. Among the 11 cases the pylorus is open in 
only 2, as shown by réntgen examination. In the 
other 9 it is practically impenetrable; the tood under 
normal conditions passes through the gastro- 
enterostomy opening. In some cases it can be 
forced through the pylorus but this is of no practical 
significance. The author thinks, therefore, that 
the method is indicated in cases where the patient’s 
condition demands rapid operation and in cases 
where an ulcer of the pylorus or duodenum has 
just perforated and the operation cannot be carried 
out under aseptic conditions. Care should be taken 
to constrict the pylorus to just the right degree, 
for if the ligature is not pulled tight enough the 
pylorus is of course left open, and if it is pulled too 
tight it will cut through the wall. A. Goss. 


Quimby, A. J.: Réntgen Interpretation of In- 
testinal Conditions. Am. J. Rénigenol., 1914, 
i, 309. By Surg., Gynec. & Obst. 


Quimby employs both the réntgenoscopic and 
réntgenographic methods and insists that the for- 
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mer method adds so materially to accuracy of 
diagnosis that any possible danger connected there- 
with is fully discounted. Neither method alone can 
produce results in any way commensurate with 
their combined use. Manipulative réntgenoscopy 
becomes extremely valuable in studying duodenal 
adhesions, ileal kinks, retrocacal appendices, etc. 

Quimby believes that simple ptosis is without 
harm and does not interfere with intestinal function, 
although it may influence the welfare of the other 
viscera. If the pylorus and duodenum descend 
with the stomach, the drainage will be satisfactory 
and function will still be maintained. 

The author makes a practice of using from four 
to six ounces of bismuth subcarbonate and con- 
tinuing the patient on a normal diet, withdrawing 
all cathartics for a number of days preceding the 
examination. A thorough cleansing of the bowel 
improves function for an indefinite period, and 
tests under such conditions may lead to false find- 
ings of stasis. He contends that the patient should 
not be permitted to lie down for eight hours there- 
after, because if gastric delay is due to kinking of 
the duodenum, this might be corrected by the up- 
ward displacement of the stomach; similar pre- 
cautions are necessary in studying delays by duo- 
denojejunal kinks. 

Contrary to some other reports, the author finds 
that the appendix is most apt to fill after a large 
enema, becoming especially visible twenty-four 
hours after the enema, his explanation being that 
the appendix was filled with faces that prevented 
the entrance of bismuth that has already been 
administered by mouth at the same time the enema 
was given. Quimby states that he has never 
failed to find some portion of the appendix when the 
examination was directed toward the appendix 
alone. The trained hand can examine the appendix, 
cecum, and terminal ileum in a very few seconds. 

He records some interesting observations upon 
colonic stasis, some of which are quoted as follows: 
“A distended rectum and pelvic sigmoid will push 
the ileum upward and may carry the cecum up, 
and, if the ileum is filled with gas or feces, the 
transverse colon and stomach are elevated. Me- 
senteric bands and contracted mesentery have 
a predilection for forming at the following places: 
just above the cecum on the ascending colon; a 
short distance from the hepatic flexure; at the junc- 
ture of the descending colon with the ileal sigmoid; 
and at the juncture of the ileac and pelvic sigmoid.” 

He offers the remarkable convictions ‘that nature 
has established certain compensatory phenomena 
that equalize the material supplied the intestinal 
tract, and by that tends to prohibit the reception 
of more material after a safe amount has been re- 
ceived, and that the quantity is dependent on the 
power of any special portion to digest the amount 
therein; and that pyloric spasm is partly due to a 
protest against more food entering the intestine 
after a given amount has preceded, etc.” 

E. H. SKINNER. 
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Fromme, A.: Spastic Ileus (Uber spastischen Ileus). 
Deutsche med. Wehnschr., 1914, xl, toro. 
By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


The small number of cases reported of acute 
spastic ileus absolutely demonstrated by operation 
or autopsy justifies the publication of individual 
cases. In the authors 2 cases, both preceded by 
trauma, when the abdomen was opened more or less 
extensive longitudinal contractions of the small 
intestine appeared, which could be regarded as the 
cause of the ileus, and which in one case disappeared 
during the operation. In both cases recovery 
followed the operation. 

The undoubted influence of the splanchnic and 
vagus does not need to be taken into account in the 
etiology, for there are enough causes without that. 

The author distinguishes 4 classes of spastic 
ileus: (1) those caused by external influences acting 
on the intestine, (2) those caused by irritating in- 
fluences originating within the intestine, (3) spastic 
conditions caused by hysteria, and (4) those in 
which the etiology is not definitely known. 

Spastic contractions have a further significance 
on account of their relation to invagination. In the 
examples given by the author this relationship was 
clinically proved; it has been known for a long time 
experimentally. Both have the same _ causes. 
Various transition forms appear. The spasm is a 
preliminary stage of invagination which arises 
from ileus. Bone. 


Weible, R. E.: Volvulus: Torsion of the Whole 
Mesentery. Surg., Gynec. & Obst., 1914, xix, 644. 
By Surg., Gynec. & Obst. 


The author gives a case history of a man with 
torsion of the whole mesentery, in which operation 
was followed by recovery. From the literature he 
collected 22 cases cured by operation, two of which 
occurred in America. From a further compila- 
tion of 45 cases, unsuccessful and post-mortem, 
it was noted that this torsion was not confined to 
any particular age. Of the 64 cases 13 were females 
and 51 males. In 37 of the cases the direction of the 
twist in 7 was opposite to the direction of the hands 
of the clock. Torsion may be from go° to 720°. Men- 
tion is made of the “‘ mesenteric folds” or “contracted 
bands” so frequently described. It is possible that 
they are formed in the following manner: A loop of 
bowel is fixed, perhaps by adhesions, or the terminal 
ileum is anchored by the larger colon, or the mesen- 
tery at this point is actually shorter than the rest; 
then with the winding up of the mesentery, as on a 
windlass, strong traction is exerted upon the fixed 
or shortened portion. The practical point is that 
in the presence of obstructing mesenteric folds 
nothing should be attempted until after examination 
of the root of the mesentery. 

The mesentery is apt to be more horizontal than 
normal, not so broad, and is longer from its spinous 
attachment to the gut margin. Common ileocolic 


is frequently present, and the third portion of the 
duodenum often mobile. 
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The exciting causes, symptoms, diagnosis, and 
treatment are all touched upon. A table of cases 
and a carefully prepared bibliography follows the 
article. 


Simin, A.: Etiology of Appendicitis (Zur Frage nach 
der Atiologie der Appendicitis). Zentralbl. f. Chir., 
1914, xli, 466. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


In order to prove to what degree the diseased 
appendix is accessible to foreign particles and how 
easily it gets rid of them, 2 to 22 days before the 
operation the author gave his patients one to four 
wafers each containing 0.5 charcoal. From his 
observations he concludes that the diseased ap- 
pendix is always accessible to the intestinal contents 
and to any disease-producing agent that may be in 
the intestine, and that this intestinal contents may 
be held for a long time in the appendix. The be- 
havior of the normal appendix under such conditions 
will be tested later. Kout. 


Manning, J. B.: Appendicitis in Early Childhood. 
Pediatrics, 1914, xxvi, 592. 
By Surg., Gynec. & Obst. 


Four cases are reported, all of which were operated 
upon and the patients recovered. Each child was 
three years or less of age. Cyclic vomiting, starch 
indigestion, and obstinate constipation should be 
looked upon with suspicion and the patient watched 
carefully for chronic or acute appendicitis. That 
these conditions exist without appendicitis is ad- 
mitted; however, in his experience the author has 
seen only one case of recurrent vomiting which met 
the requirements so extensively and unhesitatingly 
described in the newer textbooks on children as 
cyclic vomiting. 

In every instance of starch indigestion, particular- 
ly the more severe types with abdominal distention 
and occasional elevation of temperature, the possi- 
bility of appendicitis should be carefully considered. 

In the cases reported, the first definite observa- 
tion made was distention of the abdomen. In 
three of the cases there was either soreness, pain, 
or dragging of the right leg. The white and dif- 
ferential counts were of some assistance, but the 
safest and most reliable indications for diagnostic 
purposes lie in the clinical findings and the condition 
of the child. If the cases are operated upon early, 
the mortality will be practically nil. 

Epwarp L. CoRNELL. 


Opitz, E.: Relation of Diseases of the Appendix to 
Those of the Czecum and Sigmoid Flexure 
(Uber Beziehungen der Erkrankungen des Wurm- 
fortsatzes zu denen des Coecums und Romanum). 
Arch. f. klin. Chir., 1914, cv, 222. 

By Surg., Gynec. & Obst. 


The author discusses 155 laparotomies in which 
the appendix, cecum, and sigmoid were examined. 
He found changes and adhesions more frequently 
in the cecum and sigmoid than in the appendix. 


At first he thought that all such adhesions were in- 
flammatory in nature but has concluded that many 
of them are congenital. The Americans give special 
names to certain adhesions, such as Jackson’s 
membrane and Lane’s kink, and, moreover, they 
try to establish a difference between congenital 
and acquired adhesions, claiming that the congenital 
ones are broader and more veil-like and less vascular, 
and that the acquired ones are firmer and more 
vascular. The author does not recognize such a 
distinction, but thinks that the acquired adhesions 
change in time to a picture resembling that given 
for the congenital ones. In the literature he finds 
that about 20 per cent of new-born children show 
adhesions. Almost all adult women who have had 
any abdominal disease show such adhesions, the 
remaining ones having arisen from inflammatory 
changes generally in the intestine. The almost 
universal constipation in women is one of the 
causal factors. 

Among 20 microscopically normal appendices 13 
were surrounded by adhesions. This shows that 
the inflammation originated outside, not inside 
the appendix. As his cases are gynecological, he 
has no opportunity of examining the upper part of 
the large intestine but, judging from the frequency 
with which the cecum and sigmoid are diseased, he 
thinks the whole of the large intestine is often in- 
volved; therefore, more attention should be given 
than heretofore to the treatment of the intestinal 
disease rather than of the local process in the 
appendix. Stasis of intestinal contents from a 
diseased intestine in the appendix is much more 
apt to cause appendicitis than the contents of a 
normal intestine; the resistance of the tissues of the 
appendix is of course reduced also by the general 
intestinal disease. Probably intestinal toxins play 
an important part too in disease of the appendix. 
In the beginning of appendicitis it is not a question 
of bacteria but of toxic changes in the tissue. The 
bacteria found in the late stages of acute appendici- 
tis play only a secondary part. Another possibility 
is that nervous disturbances in the vagus and sym- 
pathetic cause circulatory changes in the appendix 
that lead to disease. Such nerve disturbances 
may be initiated by intestinal toxins. 

There are doubtless many cases of acute disease 
of the appendix that have passed without the 
patient’s being aware of them if the cecum was in 
good condition so that the contents of the appendix 
could be readily discharged. Many cases diagnosed 


as chronic appendicitis are in reality typhlitis or © 


typhlocolitis. Many cases are sent to the gyne- 
cological clinic with a diagnosis of ovarian inflam- 
mation that are in fact cases of sigmoiditis. In 
operations for chronic appendicitis the author 
thinks a large incision should be made, laying bare 
the cecum and ascending colon. He does not 
attempt to decide whether treatment should con- 
sist only in loosening adhesions or whether a mobile 
cecum should be fixed, but desires chiefly to em- 
phasize the fact that the appendix alone should not 
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be considered in appendicitis, but the entire in- 
testinal tract should be studied. A bibliography 
of 88 titles follows the article. A. Goss. 


Solieri, S.: The Increased Resistance of the Peri- 
toneum to Infection in the Treatment of Acute 
Appendicitis (Die gesteigerte Widerstandsfihig- 
keit des Peritoneums gegen Infektion bei der 
Behandlung der akuten Appendicitis). Mitt. a. d. 
Grenzgeb. d. Med. u. Chir., 1914, xxvii, 807. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


By previous research the author has shown that a 
prophylactic intraperitoneal injection of physiologi- 
cal salt solution increases the resistance of the 
peritoneum to bacterium coli infection sixteen-fold, 
and that the injection of a sterile culture of bacte- 
rium coli has a somewhat more pronounced effect 
in the same direction—the resistance being in- 
creased twenty-fold. 

The author has performed a new series of ex- 
periments and determined (1) that the toxin of 
bacterium coli introduced into the peritoneal cavity 
by chemotaxis and phagocytosis causes a stronger 
local immunizing effect than nucleinic acid; (2) 
that bactericidal substances (alexins and agglu- 
tinins) appear in greater quantities in the blood of 
animals into whose peritoneum bacterium coli 
toxin has been injected than in the blood of those 
injected in a similar way with nucleinic acid; (3) 
that in the blood of patients with peritonitis from 
appendicitis, substances are present that agglutinate 
the colon bacilli that have infected the peritoneum. 
As a result of this latter observation, and based on 
general pathological considerations, the author has 
resolved to go farther in the primary closure of 
appendix wounds than he has hitherto done. He 
reports his 27 cases in which there were more or less 
pronounced symptoms of peritoneal reaction, but 
no peritonitis, and in which there was healing by 
first intention, and gives a table of the results. 

WEHL. 


Zahradnicky, F.: Results of Appendicitis Opera- 
tions for 1913 and for a Period of Sixteen Years 
(Ergebnisse der Appendicitis-operationen des Jahres 
1913 and Ergebnisse derselben wihrend 16 jihriger 
Tiitigkeit.) Cas. lék. Eesk., 1914, liii, 535. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

In 1913, 137 cases of appendicitis were operated 
upon, with 4 deaths, or 2.9 per cent. Of r5 in- 
ternally treated, 2 cases which were in extremis 
from peritonitis died, 13.3 per cent. One hundred 
and one were operated on during the attack, 53 of 
them early, before the seventy-second hour, and 
one died, 1.9 per cent. Of the 48 operated upon 
in the intermediary stage 3 died, 6.3 per cent. 

The intermediary operations have increased, be- 
cause the cases are more severe and because on 
account of improved technique more patients are 
operated on in this stage; the mortality has sunk 
from 20 to 6.3 per cent. Thirty-six cases were 
operated upon between attacks. Of the 53 early 
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cases 10 had gangrene of the appendix with diffuse 
suppurative peritonitis; no deaths resulted; 15 
had gangrene with circumscribed peritonitis, and 
one died of post-operative ileus, 6.6 per cent. 
Among the intermediary cases, 6 had diffuse peri- 
tonitis, and all of them recovered, and 24 had 
circumscribed peritonitis, with three deaths, or 
12.5 per cent. 

In 16 years, 641 cases were operated upon, with 
35 deaths, or 5.4 per cent; 342 during the attack, 
with 34 deaths, 9.9 per cent; 215 early cases, with 
7 deaths, 3.2 per cent; 127 in the intermediary 
stage, with 27 deaths, 21.4 per cent; 299 interval 
operations with 1 death from pulmonary embolism. 
Among the early cases there were 47 of diffuse 
peritonitis, with 4 deaths, 8.5 per cent; 94 of circum- 
scribed peritonitis with three deaths, 3.1 per cent. 
Among the intermediary cases there were 30 of 
diffuse peritonitis with 24 deaths, 80 per cent. 

The deaths were chiefly among the younger 
patients and in the cases that came for operation 
very late. Fifty-six had circumscribed peritonitis 
with three deaths, 5.3 per cent. 

The circumscribed processes do not have a 
markedly higher mortality in the intermediary 
stage, but the cases of diffuse peritonitis at this time 
have an enormously high one, 80 to too per cent. 
In spite of the fact that the interval operation is 
practically without danger, and the results of opera- 
tion in circumscribed processes in the intermediary 
stage are not markedly worse than in the early 
stage, every case of severe appendicitis should be 
operated upon as early as possible, in order to 
prevent the appearance of diffuse peritonitis, which 
has a relatively favorable prognosis in the early 
stage, but a very bad one in the intermediary stage. 
Circumscribed cases should be operated upon in the 
intermediary stage rather than delayed for the 
subsidence of the attack. However, cases of diffuse 
peritonitis with poor general condition should not 
be operated upon at this stage; in the earlier years 
24 cases were operated upon with too per cent 
mortality; in recent years, 6 cases with no deaths. 

In the early stages it is impossible to determine 
whether the intra-abdominal changes are mild or 
severe in degree; but as in two-thirds of the non- 
operated cases there are recurrences, operation in 
mild cases at least prevents the possiblity of severe 
recurrences. More than half of the cases operated 
upon in the interval had abscesses, perforations, or 
severe adhesions, so that the operations were very 
difficult. Of recent years such changes have been 
more unusual, because generally the severe cases 
have been operated upon during the attack. 

The post-operative complications observed were: 
8 intestinal fistula, 6 of which healed spontaneously, 
4 abdominal hernias, in 3 of which radical operations 
were performed; and, in spite of the fact that half 
of the cases were drained, 9 cases of ileus from ad- 
hesions, with 4 deaths. 

True recurrence can take place only if the ap- 
pendix is not completely removed. The pseudo- 
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recurrences were typhilitis or secondary abscesses 
in the neighborhood of the appendix; these generally 
recovered spontaneously, but in 4 cases late exacer- 
bations were observed; one recovered spontaneously 
after 3 and one after 4 years; one had a suppurative 
fistula and was cured by drainage after six months, 
one after two years. 

Etiologically, the author thinks appendicitis is an 
infectious disease; family predisposition (Melchior) 
plays a subordinate réle. KLAUBER. 


Pfahler, G. E.: The Study of Chronic Intestinal 
Stasis by Means of the Réngten Rays. Surg., 
Gynec. & Obst., 1914, xix, 658. 

By Surg., Gynec. & Obst. 

While the diagnosis of chronic intestinal stasis 
can be suspected from clinical symptoms, it can be 
determined only by means of the réntgen rays. 

Pfahler’s technique is as follows: Without pre- 
vious purgation or starvation, one hour after the 
patient has had breakfast he is given, as recommend- 
ed by Jordan, one glass of water containing 4 ounces 
of bismuth subcarbonate and one-half ounce or 
more of sugar of milk. By manipulation of the 
stomach the bismuth can be made to mix with the 
food in the stomach. While this is not the best 
mixture for the study of gastric ulcer, carcinoma, 
or duodenal ulcer, gross defects in the stomach can 
be outlined. The patient is then examined fluoro- 
scopically in the vertical and horizontal positions 
at 3, 6, 9, 12, and 24 hour intervals, or as many as 
the réntgenologist deems necessary. 

Retention in the ileum cannot be looked upon as 
stasis unless it be present at the end of 9 or more 
hours. Stasis in the ileum may be due to kinks, 
adhesions, and spasmodic or organic constriction 
of the ileocecal valve. It may also be due to a 
patulous ileocecal valve which permits reversed 
peristalsis. 

Stasis in the caecum and ascending colon is recog- 
nized by retention of the bismuth mixture in this 
portion of the bowel 24 hours after it is given. The 
stasis may be due to a kink at the hepatic flexure, 
or to adhesions secondary to gall-bladder disease, or 
to a perforated gastric or duodenal ulcer. 

Stasis in the ascending or transverse colon may be 
due to stenosis at the splenic flexure, which, in turn, 
is usually due to kinks or adhesions. Obstructions 
at the splenic flexure and stasis in the transverse 
colon may also be caused by splenic loops. These 
loops consist of an elongation of the colon in the 
region of the splenic flexure which permits an accu- 
mulation of gas and a twisting of the colon, causing 
temporary blocking of the progress of the colonic 
contents. 

Obstruction to the flow in the descending colon 
may be due to spasms, adhesions, neoplasms, 
kinks, or twists. Kinks in this portion of the bowel 
are frequently due to a redundant sigmoid. The 
method by which adhesions, spasms, kinks, neo- 
plasms, etc., in any portion of the bowel are differen- 
tiated is detailed in full in the original article. 


Stasis within the rectum may be due to spasm of 
the anal sphincter, to actual organic obstruction, 
or, more commonly, to a loss of sensation of the 
desire to stool. 

In the study of intestinal stasis the bismuth meal 
should be followed through the intestinal tract, 
and this should be supplemented by giving an enema 
and making a careful fluoroscopic and réntgeno- 
graphic examination. Colonic injections show best 
the various organic constrictions of the bowel, 
the presence of loops, and the presence or absence 
of a patulous ileocecal valve. 


Case, J. T.: A Critical Study of Intestinal Stasis, 
Including New Observations and Conclusions 
Respecting the Causes of Ileal Stasis. Surg., 
Gynec. & Obsl., 1914, Xix, 592. 

By Surg., Gynec. & Obst. 

While doubting the advisability of many of the 
radical operations for the relief of constipation, 
especially those based upon the presence of ileal 
kinks, Case urges the importance of recognizing 
the danger of continued intestinal stasis, and of 
relieving it. So-called Lane’s kinks and other ad- 
hesions of the terminal ileum are recognized as 
occasional causes of ileal stasis. In the majority of 
Lane’s kinks found in Kellogg’s surgical clinic at 
the Battle Creek Sanitarium, there has been no 
obstruction discernible, and the kinks have been 
conceded to be of secondary importance. 

Spasm of the ileocecal sphincter is also recognized 
as a probable cause of ileal stasis, spasm of this 
sphincter being analogous to spasm of the pyloric, 
cardiac, and anal sphincters, and probably due to 
similar causes. 

In the author’s opinion, the majority of cases of 
ileal stasis are due, not to Lane’s kink, even though 
it may be present, but to a new and additional cause 
of ileal stasis; viz., incompetence of the ileocecal 
valve. More than five hundred cases of ileocecal 
valve incompetency have been studied, and in prac- 
tically every case there have been all the clinical 
evidences of alimentary toxemia. Ileocwcal valve 
incompetency has been proved, not only by the 
passage of a bismuth enema through the ileocecal 
valve into the ileum, but also by the observation 
made in more than fifty cases where ingested food 
regurgitated from the cecum into the ileum. 

Still further evidence of the importance of the 
normal competence of the ileocecal valve is afforded 
by operative findings. In nearly one hundred cases 
operated on by Kellogg for repair of the ileocecal 
valve, post-operative studies have shown a very 
marked diminution of the ileal stasis, with reduction 
and in most cases complete disappearance of the 
clinical evidences of stasis. 

The splendid results which have been accom- 
plished in certain extreme cases by radical surgical 
treatment, such as short-circuiting with or without 
removal of the colon, are noted, but Case takes a 
stand against the tendency to radical operative 
interference for the relief of intestinal stasis. He 
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concludes that short-circuiting and colectomizing 
operations are hazardous; appendicostomy has been 
unsatisfactory; the colon is more of a misused than 
a useless structure; non-surgical treatment, especial- 
ly dietetic, should be given a thorough trial. 

He believes it reasonably proved that incompeten- 
cy of the ileocecal valve does account for the ileal 
stasis in a considerable proportion of cases of in- 
testinal toxemia, including many cases of well- 
developed Lane’s kinks; and hence, if any operative 
procedure at all is indicated, a simple operation for 
repair of the incompetent valve, such as the one 
published by Kellogg, is sufficient, except in very 
rare cases. Thus far this operation has usually been 
performed in connection with some other surgical 
procedure which required the opening of the ab- 
dominal cavity. 


Rauchenbichler, R. von: Primary Resection of the 
Large Intestine (Zur Frage der primaren Dick- 
darmresektion). Arch. f. klin. Chir., 1914, ev, 181. 

By Surg., Gynec. & Obst. 

The author discusses the value of primary one- 

stage resection of the large intestine in comparison 
with the operations in two or more stages that seem 
to be preferred by most authors. He concludes 
that the one-stage operation is contra-indicated in 
acute ileus, but that in chronic ileus there is no 
contra-indication to this procedure. The operative 
mortality with this method of operation is not 
greater than that of the operations in several stages, 
and it is to be preferred from the fact that it is a 
one-stage operation and therefore requires less loss 
of time for the patient. In many cases it admits of 
the radical removal of extensive foci of disease that, 
because of their extent, could not be reached by 
other methods. In these cases of extensive disease 
the adherents of the several stage methods are 
obliged to be content with palliative operations, 
such as entero-anastomosis and the making of an 
artificial anus. Therefore the results obtained by 
one-stage operation must be regarded as better than 
those of the operation in several stages. Histories 
of 37 cases support these views. A. Goss. 


Jones, D. F.: Cancer of the Rectum. 


Boston M. & 
S. J., 1914; CIxxi, 730. 


By Surg., Gynec. & Obst. 

The author reiterates that carcinoma of the rec- 
tum is not a benign disease, and quotes Harrison 
Cripps’ figures; i.e., of 107 cases operated upon out of 
445 examined only 9 per cent of the total number 
were alive five years after the operation. At the 
Massachusetts General Hospital only 4 per cent of 
the total number entering the hospital were alive 
without recurrences three years after operation. 

The measures advocated to improve the unusually 
fatal character of the disease are: (1) to warn the 
public as to the seriousness of rectal bleeding; (2) to 
teach the physician that the condition demands a 
rectal examination; (3) the idea must be spread that 
an ileac colostomy or sacral anus is not such a terrible 
thing as it is generally believed to be. 
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The author considers the histological character- 
istics of the tumor of considerable importance and 
quotes figures which show that all the cures for 
three years or over belong to the adenocarcinoma 
group. Almost all the solid forms recurred within 
a year, the mixed and colloid also recurring sooner 
or later. 

In considering the operative procedures, the only 
posterior operation which has stood the test of time 
is the Kraske, but here the lymphatics cannot 
be reached above the promontory, and the operation 
is usually carried out without knowledge of con- 
ditions in the abdomen. But Hochenegg’s statistics 
of 18.9 per cent mortality and 20 per cent of five- 
year cures make it a rival of any more extensive 
operation. 

The author favors the combined or abdomino- 
perineal operation, in which, if there is no contra- 
indication, such as metastases in the liver or ex- 
tensive glandular infection, the rectum, parirectal 
fat, with all glands in the pelvis, and the mesentery 
of the sigmoid, are freed en bloc, and a permanent 
colostomy made. In the second step the dissection 
is carried up from the anus to meet that made from 
the abdomen and the whole mass is brought out 
through the perineal wound. The following es- 
entials in operation are mentioned: First, to 
immediately tie off the inferior mesentery artery 
and separate the mesentery of the sigmoid from the 
posterior wall. This makes it possible to get all the 
lymphatics along the superior hemorrhoidal and 
inferior mesenteric arteries, to leave the vascular 
arches, and to give an almost bloodless dissection. 
Second, if the sigmoid is to be brought down through 
the sphincter, cutting the outer leaf of peritoneum 
along the descending colon and freeing the splenic 
flexure will insure a sufficient length of bowel. 

The author believes the sacral operation is supe- 
rior to the perineal because (1) it gives a better 
exposure; (2) it permits a wider extirpation of the 
surrounding tissue; and (3) it is easier to do an end- 
to-end suture, if that method is used. In low-lying 
carcinomata it is essential to get a wide dissection 
removing the sphincter, ischiorectal fat, and levator 
ani muscle. 

As this operation is too tedious for most patients 
to stand, it has been done in two stages. In the first 
stage instead of dropping the sigmoid back into 
the abdominal cavity, the upper portion is brought 
out through a rectus incision, and after twenty- 
four hours is cleansed frequently from above and 
below. The second stage is carried out five to 
seven days later as in the single-stage operation. 
It is believed this two-stage operation will be of 
great value in the treatment of feeble patients, and 
if the second stage is done under spinal anesthesia 
will reduce the mortality 15 to 20 per cent. 

In all cases in which the growth is within three 
inches of the anus it is deemed essential that a 
permanent colostomy be made. If the growth is 
three or more inches from the anus the sphincter 
may be retained by bringing the end of the sigmoid 
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down. The objections to this method are the 
increased danger of sepsis from leaking fecal matter, 
the temptation to section the bowel too close to the 
growth, and the fact that extensive dissection here 
is likely to leave the sphincter paralyzed. 

E. K. ARMSTRONG. 


LIVER, PANCREAS, AND SPLEEN 


Rosenow, E. C.: Bacteriology of Cholecystitis; Its 
Production by Injection of Streptococci. 

J. Am. M. Ass., 1914, Ixiii, 1835. 
By Surg., Gynec. & Obst. 


Rosenow points out that heretofore the bac- 
teriology of cholecystitis has been largely the bac- 
teriology of the gall-bladder, and not of the tissue 
of the gall-bladder wall. He studied 29 cases, 
examining the fluid contents of the gall-bladder, 
the center of the gall-stones, and particularly parts 
of the wall of the gall-blader. Cultures from the 
wall of the gall-bladder were positive in all but 
5 cases. Of the 24 positive cases 21 showed strep- 
tococci and in pure culture in 10 cases. Associated 
organisms were colon bacillus, bacillus welchii, bacil- 
lus mucosus, diphtheroid bacillus, and a fusiform 
bacillus. 

The center of the gall-stones were examined in 
30 cases and only 2 found sterile. Streptococci 
were found in all but 3 cases, and in pure culture in 
14 cases. Other organisms were found in associa- 
tion about the same as in the time work. 

Adjacent lymph-glands were examined in 5 cases. 
Streptococci were found in pure culture in 3 cases 
and in association with the bacillus welchii in the 
fourth case. Streptococci were found in the fluid 
in acute cases. 

Animal inoculation when given in varying doses 
produced cholecystitis in nearly every case, the 
severity of the lesion varying with the severity of 
the case from which the organism was isolated. 
Portal injection failed to produce lesions. 

In animals which survived the injection some 
time the beginning formation of gall-stones con- 
taining numerous streptococci was seen. The 
author describes the cultural, morphological, and 
staining properties of the streptococci and their 
behavior on animal inoculation. He concludes 
that streptococci are the cause of cholecystitis in 
man far more frequently than is believed, and this 
serves to explain the good results reported by some 
as following cholecystitis in cases of myocarditis, 
arthritis, and other conditions. F. H. Farts. 


Jurasz, A. T.: Paravertebral Anesthesia in Gall- 
Stone Surgery (Die Paravertebralanesthesie im 
Dienste der Gallensteinchirurgie). Zentralbl. f. 
Chir., 1914, xli, 1409. By Surg., Gynec. & Obst. 

The author recommends paravertebral anesthesia 
in gall-bladder surgery in cases in which a general 
anesthetic is contra-indicated. In two cases op- 
erated upon by Payr for gall-stones this method of 
anesthesia was used. Both cases had marked 


cardiac dilatation. Paravertebral anesthesia with 
5 ccm. of a 1 per cent novocaine solution from the 
sixth thoracic to the first lumbar segment rendered 
the operation entirely painless in each case. 
zsthesia of the abdominal wall, peritoneum, and 
right-sided intra-abdominal organs was complete 
after 10 minutes. Full technical directions for 
making the paravertebral injections are given by the 
author. E. P. ZEISLER. 


Jenckel: Pathology and Treatment of Acute 
Necrosis of the Pancreas (Zur Pathologie und 
Therapie der akuten Pankreasnekrose). Deutsche 
Ztschr. f. Chir., 1914, Cxxxi, 253. 

By Surg., Gynec. & Obst. 


Jenckel gives histories of 13 cases of acute necro- 
sis of the pancreas, and in addition to describing the 
symptomatology, which varies greatly in the in- 
dividual cases, discusses the various theories as to its 
pathogenesis. He concludes that the disease is 
undoubtedly due to the action of a toxin, but does 
not decide between the view of Polya and Eppinger, 
who hold that besides autolytic processes the ad- 
dition of intestinal kinase activates the proteolytic 
ferment in the pancreas and that the activated 
secretion causes circumscribed necrosis, and that of 
Lattes, who contends that the intoxication is the 
result, not the cause, of the necrosis. Polya sup- 
ports his opinion that the harmless trypsinogen is 
converted in the gland into trypsin by showing that 
the injection of active trypsin into the duct may 
cause necrosis of the pancreas and death. The 
injection of intestinal fluid or macerated intestinal 
mucous membrane has the same effect. Back flow 
of intestinal contents into the duct can not take 
place spontaneously, and the real cause of the 
activation of the secretion is the penetration of 
microérganisms into the duct; death, however, is 
not due to the bacteria but to the resultant activa- 
tion of the secretion which can be demonstrated 
in vitro. Lattes holds that the activation is not 
caused by mixture with intestinal contents but by 
autolysis of pancreatic tissue. 

Jenckel maintains that the areas of fatty necrosis 
in the omentum and spleen are by no means so im- 
portant as they have been considered by most 
authors. They have absolutely no etiological sig- 
nificance, but are completely harmless. Their only 
importance is diagnostic; even here they are not 
pathognomonic: their absence does not prove that 
disease of the pancreas does not exist. In some of 
his severest cases they were not found. ‘The latest 
research seems to show that the hemorrhage is the 
cause, not the result, of the necrosis; the author 
thinks it probable that it may be either, but that 
it is important to know that hemorrhage may cause 
fatal necrosis. In only three of his own nine cases 
was the disease of the pancreas associated with 
disease of the biliary tract. 

Early operation is the best treatment, but even 
with recent progress in surgical technique the prog- 
nosis in this disease is very bad, chiefly due to the 
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fact that it is almost impossible to make an early 


diagnosis. Unfortunately, even the Abderhalden 
reaction does not give uniform results in disease of 
the pancreas, and the greatest desideratum is to find 
a reliable means of diagnosis. A. Goss. 


Roblee, W. W.: Splenectomy for Primary Per- 
nicious Anemia. Surg., Gynec. & Obst., 1914, xix, 
675. By Surg., Gynec. & Obst. 

Roblee reports the results during the first two 
months following the operation: 

The first case, a male, aged 42, had been ill for one 
year. At the time of operation, May 18th, the 
patient had been confined to bed for five weeks. 
Blood examination showed erythrocytes 1,500,000, 
hemoglobin 40 per cent, color index 1.4, with the 
characteristic changes in size and shape. Operation 
was not followed by appreciable shock, but the 
spleen proved to be slightly larger than normal. 
The changes in the blood were as follows: 

May 22. Red cells 1,164,000, haemoglobin 
per cent. 


40 


May 26. Red cells 1,400,000, hemoglobin 50 
per cent. 

June 3. Red cells 2,000,000, hemoglobin 80 
per cent. 

June 16. Red cells 4,000,000, hemoglobin 80 
per cent. 

July 10. Red cells 4,500,000, haemoglobin go 


per cent. 

There was a marked improvement in the patient’s 
general physical condition. 

The second case, a male, aged 57, had the same 
history and the same condition as, Case 1. At 
operation, May 11th, the spleen was normal in 
size. Blood examination showed: 

May tt. Red cells 1,250,000, hemoglobin 65 
per cent. 

After operation the following changes were 
noted: 


May 15. Red cells 1,620,000, hemoglobin 65 
per cent. 

May 1g. Red cells 1,900,000, haemoglobin 65 
per cent. 

May 27. Red cells 1,500,000, haemoglobin 65 
per cent. 

June 24. Red cells 2,560,000, hemoglobin 80 
per cent. 

July to. Red cells 2,880,000, haemoglobin 85 
per cent. 

From a review of the literature and from his 


experience Roblee concludes as follows: 

1. The operation does not present any unusual 
difficulties even when the patient is very ill. 

2. The improvement is immediate and striking. 

3. Inview of the clinical variations of this disease, 
the surgeon is not warranted in promising a perma- 
nent cure. 

4. The improvement is so striking that a hope of 
permanent cure can be indulged in. The operation 
is worthy the serious consideration of all medical 
and surgical practitioners. 
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Miihsam: What Can Be Accomplished by Sple- 
nectomy in the Different Forms of Anzmia 
(Was erreichen wir mit der Milsexstirpation bei 
den verschiedenen Formen der Animie)? Deutsche 
Gesellsch. f. Chir., 1914. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


The author reviews the results of splenectomy in 
anemia. Numerous observations extending over 
years show that Banti’s disease can be cured by 
splenectomy. In infantile splenic anemia the 
operation brings about recovery in seemingly 
hopeless cases. The author cites one of his own 
cases of Banti’s disease that has been under ob- 
servation for two and three-fourths years since 
the operation, and cases of infantile splenic anemia 
by von Graf, Wolff, and Turner. Hemolytic 
icterus, first operated upon by Banti, can be cured 
by splenectomy. Banti’s case has been under ob- 
servation 8 years. Eppinger and Decastello in- 
dependently instituted this treatment of pernicious 
anemia, and in a number of cases got very good 
results. These results can hardly be called cures; 
rather they are improvements which persist for 
varying lengths of time and may be followed by a 
worse condition, which is to be regarded as a re- 
currence. Miihsam’s own observation includes 15 
cases, 8 of which are alive. Five died soon after 
the operation, 2 of pneumonia, 2 (hemorrhagic 
diathesis) of parenchymatous hemorrhage, and one 
of heart failure. Two died later, one of a myelitis 
that she had had before, and one of the anemia 
which was not improved by the operation. 

KATZENSTEIN. 
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Wiedhopf, O.: Splanchnoptosis and Its Treat- 
ment (Die Splanchnoptose und ihre Behandlung). 
Deutsche Ztschr. f. Chir., 1914, exxviii, 1. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


After describing the various methods of operation 
for splanchnoptosis, none of which are gencrally 
recognized as successful, the author points out that 
the study of this condition should be directed toward 
discovering a uniform etiology, upon which a uni- 
form treatment may be based. Almost all of the 
methods heretofore used were based upon the false 
assumption that the fixation of the abdominal organs 
was due to the suspensory ligaments and that ptosis 
was due to weakening of these ligaments. 

Wiedhopf thinks the etiology of splanchnoptosis 
is a disturbance in balance between the volume of 
the abdomen and its contents, in the direction of a 
relative increase in volume. The treatment, there- 
fore, should consist only of measures which over- 
come this disproportion, either by increasing the 
contents (feeding cure) or by decreasing the volume. 
The latter object may be attained either by con- 
servative methods, such as strengthening the 
muscles or the use of abdominal binders, or by sur- 
gical operations either on the abdominal wall or 
plastic operations on the floor of the pelvis. The 


author describes his own method of operation, which 
consists in doubling the posterior sheath of the 
rectus and laying the recti muscles one over the 
other. 
symptomatic treatment. 


Fixation of individual organs is only a 
WEHL. 


SURGERY OF THE EXTREMITIES 


DISEASES OF THE BONES, JOINTS, MUSCLES, 
TENDONS. CONDITIONS COMMONLY 
FOUND IN THE EXTREMITIES 


Cohn, I.: 
Study. 


Bone Regeneration: An Experimental 

Am. J. Surg., 1914, xxviii, 413. 

By Surg., Gynec. & Obst, 

Cohn reviews the literature of the growth of 
transplanted bone. He believes that if the litera- 
ture were taken as an index of the sentiment of the 
profession one would be led to believe that perios- 
teum lives and that the dead bone is replaced by 
vascular granulation tissue from the periosteum. 
From his work he is led to believe this is not the 
case. 

The main points of variance among the authorities 
are: (1) Has the free bone-transplant an inherent 
osteogenetic function? (2) Has the periosteum 
an inherent osteogenetic function? (3) Is_ the 
periosteum necessary for bone growth? (4) Is the 
periosteum a limiting membrane? 

Dogs, cats, and rabbits were used in the experi- 
ments, ether anesthetic being employed. Pieces 
of trephine button, free of periosteum, were trans- 


planted in the rectus muscle and in the omentum. 
Six weeks afterward microscopic examination re- 
vealed the presence of hard masses (bone) in the 
site of the transplant. 

Subperiosteal resection of the rib was done and 
fragments of bone were placed in the rectus muscle, 
omentum, and spleen. Five weeks later it was 
found that the bone was still where it had been trans- 
planted. There was no indication of absorption 
after five weeks. Direct signs of bone formation 
were found in the spleen. The Hawship’s lacunx 
on the surface were well marked; lying in lacune 
were osteoblasts. 

The best evidence of active bone proliferation 
was seen in the rectus muscle. 

In two instances the transplants free of periosteum 
were placed in the anterior chamber of the eye of a 
cat. The pieces of bone-transplant are reported as 
increasing in size. 

The results of the experiments, as reported, show 
that small free bone-transplants do not always die, 
and that they may live and grow. 

A strip of periosteum which remained attached 
above was elevated from the shaft and made to 
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surround a muscle bundle, after which the divided 
ends of the periosteum were sutured. At the end of 
six weeks no bone growth had proceeded from the 
elevated periosteum. Periosteum bound about the 
carotid, placed twice in the anterior chamber of the 
eye of a cat, and into the rectus muscle, showed no 
growth of bone. 

The conclusions are as follows: 

1. Small bone-transplants are osteogenetic, not 
osteoconductive. 

2. Periosteum has no osteogenetic function, but 
is rather a limiting membrane. 

3. Periosteum is not essential to repair in the 
defects of bone. H. B. Tuomas. 


Haas, S. L.: Regeneration of Cartilage and Bone; 
a Special Study of These Processes as They 
Occur at the Chondrocostal Junction. Surg., 
Gynec. & Obst., 1914, xix, 604. 

By Surg., Gynec. & Obst. 

A description is given of the structure of cartilage 
and bone, and attention is directed to the close 
developmental relationship that exists between 
these two tissues. The author divides his subject 
into three parts as follows: (1) the regeneration of 
cartilage; (2) the regeneration of bone; and (3) the 
regeneration of bone and cartilage at the chondro- 
costal junction. The findings and conclusions are 
based upon 57 experiments performed upon the ribs 
and costal cartilages of rabbits. 

1. A short review of the recent literature is given 
regarding the regeneration of cartilage and various 
theories are discussed. The experiments consisted 
of the subperichondrial resection of one to two 
centimeters of the costal cartilages and the observa- 
tions were made after 5, 10, 15, 20, 23, 30, 36, 38, 
and 40 days, respectively. In each instance regenera- 
tion of cartilage was found, varying in amount 
according to the length of time that had elapsed. 
He concludes that the chief source of regeneration 
of cartilage is from the perichondrium, and that it 
takes place by a proliferation of all its cellular ele- 
ments. There is some evidence in favor of the view 
that the connective tissue is also transformed into 
cartilage under the influence of the stimulation of 
the neighboring cartilage or perichondrium. The 
extent of the resected cartilage exerts no influence 
on the regeneration, nor does the regenerated car- 
tilage show any tendency to undergo calcareous 
changes. If the perichondrium is removed with 
the cartilage there is complete absence o1 new- 
formed cartilage. 

A review of articles on regeneration of bone that 
have appeared since the author’s previous article 
on the subject shows that there is still no uniformity 
of opinion regarding the manner of the regeneration 
of bone. One of the causes for this variation is the 
failure to define exactly what is considered as 
periosteum. In this article a minute description 
with microphotographs of the periosteum makes 
clear the author’s conception of that membrane. 
The experiments consisted of the subperiosteal 
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resection of a piece of rib from 1 to 2 centimeters 
in length; the observations extending over a period 
of 5, 11, 15, 26, and 29 days, respectively. From 
this study he concludes that the periosteum is 
directly and actively concerned in the regeneration 
of bone. In the very early stages the periosteum 
proliferates to form a cartilaginous tissue which is 
later transformed into bone. In the experiments 
the regeneration of bone also took place from the 
marrow and the cortical bone, but in a more limited 
degree and at a later period than from the peri- 
osteum. There was considerable evidence that 
the cartilage-cell could change directly into a bone- 
cell besides acting merely as a directing framework 
for the ingrowing bone. 

In the experimental work on the regeneration of 
bone and cartilage at the chondrocostal junction, 
a subperiosteal resection was first made on the 
osseous side of the junction, so that there was a 
strip of periosteum with cartilage at one end and 
bone at the other end. In this case the regenerated 
tissue was bone. A resection was then made on the 
cartilaginous side of the junction, so that there was a 
strip of perichondrium with bone at one end and 
cartilage at the other end. In this case the new- 
formed tissue was bone. Next, a subperiosteal and 
subperichondral resection was made so as to include 
the junction, thus leaving a strip of periosteum on 
one side and a strip of perichondrium on the other 
side. Following such a resection there was regenera- 
tion of cartilage within the limits of the perichondri- 
um, and bone within the limits of the periosteum; 
hence, Haas concluded that the periosteum and the 
perichondrium were the chief factors in determining 
the regeneration of bone and cartilage respectively. 
In the older stages there was almost complete rest o- 
ration of the chondrocostal junction. The question 
was raised as to whether the chondrocostal junction 
was to be considered as an epiphysis or not. If it 
was to be so considered, even in a limited degree, 
then its restoration is all the more interestins in 
view of the fact that the epiphysis is so susceptible 
to injury. 


Coley, W. B.: Some Problems in the Early Diag- 
nosis and Treatment of Sarcoma of the Long 
Bones. Ann. Surg., Phila., 1914, lx, 537. 

By Surg., Gynec. & Obst. 


Coley lays special stress on the early diagnosis, on 
a carefully obtained history, and also on palpation 


which he regards of inestimable value. Persistent 
severe and localized pains should lead to suspicion 
of malignant growth. 

In differential diagnosis it is important to note 
that sarcoma in the early stages rarely involves 
joints and synovial membranes, distinguishing it 
from tuberculosis. Exostoses are slower in growth; 
are without pain, are harder, more uniform in con- 
sistency, and are often pedunculated. Myelomata 
are distinguished usually by the globular expansion 
of a limited portion of bone without deposition of 
new bone on the outside and without a tendency to 
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involvement of the shaft. These tumors as a rule 
are of slow growth; occasionally, however, they 
grow very rapidly and many even metastasize. 

The X-ray findings must be interpreted with 
great care. In periosteal sarcoma there is a tenden- 
cy of the new bone to form spicules standing out at 
right angles to the shaft of the bone. While rather 
characteristic this is not pathognomonic. In 
myositis ossificans there is usually, but not always, 
a sharply defined periosteal line which can generally 
be relied upon in differentiating it from periosteal 
sarcoma. In case of doubt, repeated measurements 
and X-ray examinations at two-week intervals will 
be of great value. 

While exploratory incision to determine the 
character of the growth is condemned by many, 
Coley believes it is permissible in doubtful selected 
cases, but he advises against it as a routine measure. 
After comparing his own statistics with those of 
Gask at St. Bartholomew’s Hospital and Maybury 
at St. Thomas’s, Coley concludes that treatment 
of sarcoma of the long bones with the mixed toxins 
of erysipelas and bacillus prodigiosus has decided 
advantages. He reports twenty-seven cases out of 
one hundred and twenty-four treated, as being well 
three or more years after treatment. In eleven cases 
a limb was saved by the preliminary use of toxins. 

Coley believes it justifiable to wait two or three 
weeks before sacrificing a limb to try the effects of 
the toxins. Even if the treatment fails to control 
the growth of the tumor, and subsequent amputa- 
tion is necessary, the preliminary use of toxins has 
unquestionably had a modifying effect upon the ma- 
lignancy of the tumor in some cases. Several appar- 
ently inoperable cases improved to such an extent 
that operation could be undertaken. The greatest 
value of the toxins, he thinks, lies in their judicious 
combination with conservative treatment. In the 
myeloid type, especially, curetting or partial resec- 
tion followed by toxins seems sufficient. Implicit 
reliance should not be placed upon the negative 
report of the pathologist, especially when conflict- 
ing with strong positive clinical and X-ray findings. 

Coley’s statistics are unique in that they include 
a very large number of advanced cases in which 
the disease had progressed so far that the condition 
was inoperable and apparently hopeless when the 
patients came under his observation. Many case 
histories and illustrations are given. 

I. J. GAENSLEN. 


Landon, L. H.: Ostitis Fibrosa Cystica. Ann. Surg., 
Phila., 1914, Ix, 570. By Surg., Gynec. & Obst. 
The author reports a very interesting case of bone 
cyst affecting only one bone, one of cyst of the 
metacarpals, and several cases of multiple cyst. 
He discusses the differential diagnosis of benign 
cyst, of sarcoma, specific dactylitis, and osteoma- 
lacia. Trauma is undoubtedly the initial factor in 
most cases of benign cyst. Fracture is the chief 


feature and one of the most common symptoms of 
cyst. 


Operation is usually advisable and should 
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consist usually in simple curettement, crushing in of 
the walls, and primary closure of the wound. 
Fractures usually heal promptly and the cure of the 
cyst may result. GeorceE I. BAUMAN. 


Elmslie, R. C.: Fibrocystic Disease of the Bones. 
Brit. J.Surg., t914,ii,17. By Surg., Gynec. & Obst. 


In this extensive general survey of the subject 
of fibrocystic disease of the bones the pathological 
features which heretofore have been of chief con- 
cern are brought into correlation with its clinical 
features, and an attempt is made to arrive at a 
rational plan of treatment. There is a brief history 
of the subject and its separation from other forms 
of cysts such as those occurring in Recklinghausen’s 
disease, Paget’s disease, myeloid sarcoma, enchon- 
dromata, and osteomalacia. The process may be 
summarized as follows: 

Cysts occur in many of the long bones as well as 
rarely in the skull and short bones. They may be 
single, or multiple and simple, or may be surrounded 
by an area of diseased bone, the latter showing the 
condition described as osteitis fibrosa. He points 
out the uncertain significance of microscopic 
changes in bones, and criticizes Recklinghausen’s 
attempt to group together rickets, osteomalacia, 
fibrous osteitis, osteitis deformans, and bone cysts 
because of their pathological resemblances, when 
clinically they are widely at variance. He classifies 
the lesions according to site rather than according 
to their macroscopic and micros_opic characters, 
and tries to establish certain clinical types. 

Lesions of the upper end of the humerus, which 
is the most frequent site of the disease, are considered 
first. A number of cases are cited with accompany- 
ing réntgenograms of the patients’ condition before 
operation and other plates showing the results three 
years later. The pathological findings of two speci- 
mens from excised ends of humeri are presented 
and a number of cases from the literature cited to 
bring out all of the points typical of the disease. 
The condition may be summarized as follows, 
which summary applies quite generally to cysts 
in other locations. 

Clinically most of the cases occur during the 
growing period and attention is drawn to the dis- 
ease by the occurrence of a pathological fracture. 
Next to fracture are pain and swelling, which come 
on gradually. Frequently the process has been 
attributed to an injury, but very probably the 
existence of the cyst predisposes to injury by weak- 
ening the bones. The upper end of the humeral 
shaft is affected, but in some instances it may 
extend well down toward the middle of the bone. 
The fact that the epiphysis is never involved is 
often a valuable point in distinguishing it from 
myeloid sarcoma. There has been only one report 
of the disease in the lower end of the humerus. 
X-ray examination at the seat of the fracture or 
swelling shows the cyst in the center of the bone 
with the cortex thinned and expanded but never 
completely destroyed. Its cavity may be unilocular 
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but is most often multilocular, the various cavities 
being separated by thin bridges of trabeculated 
bone. There is no sclerosis of the surrounding bone 
and very little lamellar bone formation from the 
overlying periosteum, which fact aids in distinguish- 
ing it from a tuberculous or chronic osteomyelitic 
cavity. Usually the diagnosis can be made from 
these points, but occasionally an exploratory opera- 
tion is necessary. 

Pathologically the changes are quite complicated 
but fairly uniform. The contents are always fluid 
varying from serous to hemorrhagic and they some- 
times contain cholesterin crystals. Cultures of 
this fluid have practically always been negative. 
The cyst wall is variable; usually it consists of a 
smooth narrow lining of fibrous tissue which has a 
necrotic blood-stained inner layer and merges ex- 
ternally into a fibrous marrow which fills the porous 
spaces of the neighboring bone. The bone itself 
shows active absorption by osteoclasts. The fibrous 
marrow contains giant cells, osteoid tissue, isolated 
patches of cartilage, and hemorrhages. ‘There is 
usually at least a thin remnant of the cortex left 
and a small amount of bone deposit in the fibrous 
marrow and along the periosteum. The giant 
cells are undoubtedly osteoclasts, but when closely 
packed in a spindle-celled stroma they give the 
appearance of a myeloid sarcoma. 

The treatment has been variable. In many 
cases the occurrence of a fracture has set up an 
osteogenesis which has led to healing not only of the 
fracture but also of the cyst. Non-union of frac- 
tures through cysts has been rare. Undoubtedly 
the best form of treatment is to open and thorough- 
ly curette out the lining membrane after which the 
cavity is closed with drainage or allowed to fill 
with an aseptic blood-clot. Osteogenesis is thereby 
set up and in a number of months the cyst cavity is 
filled in. Occasionally a second curettage is neces- 
sary. Resection either subperiosteally or particu- 
larly with the periosteum is an unnecessarily severe 
procedure. 

A few cases of cysts of the clavicle, ulna, and 
radius are cited. 

A larger number of cysts of the femur than of the 
humerus have been recorded, but the group is not 
so clear cut, the clinical picture being more complex. 
There is often a large expansive tumor of the bone 
and in many instances there is an associated affec- 
tion of other bones. He reports one case of a 
solitary cyst with thinning of the cortex and a thin 
lining as in case of the humerus. Most of the cysts 
are multilocular and very small, constituting only 
a minor part of the mass of fibrous tissue in which 
they are embedded. Sometimes the bone is de- 
stroyed and expanded and the space is filled entirely 
with fibrous tissue. The upper end of the bone is 
most often involved but a few cases forming an ill- 
defined group of the lower end are cited. Some of 


them are large cysts which resemble the myeloid 
sarcomata rather closely. Pathological fracture 
frequently results. 


Healing is usually prompt but 
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subsequent bowing of the bone may occur. An ap- 

parent subdivision of the translucent area by 
trabecule is much more frequent in the femur than 
in the humerus. 

The cysts of the tibia form a well-defined group. 
They occur in young people. Attention has been 
called to them by injury; pain and swelling have 
been the prominent symptoms; the cysts have been 
lined with an incomplete fibrous wall with occasional 
patches of cartilage. Giant and spindle cells have 
given the appearance of myeloid sarcoma in some 
cases. Curettage has resulted in cure. 

Most of the cysts described as being in the fibula 
undoubtedly have been myeloid sarcoma. The 
carpal and tarsal bones are very rarely affected. 
They are more frequent in the metacarpals, meta- 
tarsals, and phalanges, but the commonest cause 
of cysts in this location is degeneration of en- 
chondromata. In a very few instances the skull, 
pelvis, and patella have been involved. No record 
is made of cysts of the spinal column. 

Multiple lesions of the bones are not so uncommon, 
the tibia, femur, and humerus being most frequently 
involved. The changes in the individual bones 
resemble very closely those found in the simple, 
single affections. The author excludes from con- 
sideration multiple cysts due to von Recklinghausen’s 
disease, Paget’s disease, osteomalacia, and multiple 
myeloid sarcomata. 

A mistake which occurs frequently is the inter- 
changeable use by authors of the terms myeloma 
and myeloid sarcoma. Myeloma should be re- 
stricted to those tumors of the bones which arise 
from the blood-forming or hemopoietic cells of the 
marrow, as myelocytes, plasmocytes, lymphocytes, 
etc., whereas mycloid sarcoma designates a tumor 
arising from the connective-tissue element of the 
medullary cavity of a bone, and is practically devoid 
of blood-forming elements. D. B. Premister. 
Wis. 
By Surg., Gynec. & Obst. 


Colvin, A. R.: Diagnosis of Joint Diseases. 
M. J., 1914, xiii, 217. 


The author emphasizes the necessity of careful 
study and interpretation of joint movements. He 
believes that the same systematic clinical investiga- 
tion that is employed in visceral disease is essential 
in the diagnosis of joint diseases. To this end the 
symptomatology and pathology of diseases of organs 
and tissues remote from the joints must be taken 
into consideration. In order to comprehend the 
importance and significance of referred and radiat- 
ing pain a practical working knowledge of the anat- 
omy and physiology of the central and peripheral 
nervous systems is necessary. R. O. Ritrer. 


Duffy, R.: Surgical and Conservative Treatment 
of Joint Tuberculosis. J. Fla. M. Ass., 1914, i, 
120. By Surg., Gynec. & Obst. 

Duffy discusses the operative and non-operative 
methods in the treatment of joint tuberculosis. 

Relative to the use of tuberculin there is a great 
diversity of opinion, but it is generally agreed that 
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its use in small doses—1 to 1000 mg.—in selected 
cases produces no ill effects. 

Réntgenotherapy requires weeks and months of 
treatment, and is therefore slow in producing re- 
sults. Duffy mentions the results of Bernhard 
and Rollier, whose work in the Alps has convinced 
the profession of the great usefulness of heliotherapy 
in joint tuberculosis. The only drawback to the 
treatment is its great cost. 

In the discussion of passive hyperemia the results 
of Bier are cited. After long experience the best 
results were obtained by producing stasis one hour 
twice daily for a period of months. 

Relative to the injection of joints, he mentions 
the substances used; viz., iodoform in oil or glyc- 
erine, phenol, iodine, and formaldehyde. 

The operative treatment is generally used on 
adults, the object being to remove necrotic bone 
and bring about ankylosis. 

Abscesses are preferably treated by aspiration. 

In adults the wrist, hip, and spine should be 
treated conservatively, but the elbow, ankle, and 
shoulder should be resected. Joun H. Suaw. 


Jones, S. F.: Chronic Polyarthritis in Children. 
Colo. Med., 1914, xi, 411. By Surg., Gynec. & Obst. 
Still described a form of chronic joint disease 
occurring in children, in which there was a progres- 
sive enlargement of the joints, and an accompanying 
enlargement of greater or moderate degree of the 
spleen and lymphatic glands. The onset is usually 
insidious, occurring before the period of second 
dentition, and commonly manifesting itself before 
the fifth year of life. Rarely the onset may be acute, 
with high fever and rigor. The enlargement of the 
joints is smooth and fusiform, quite characteristic. 
There seems to be no bony or cartilaginous enlarge- 
ment and no crepitus. Pain if present is only on 
motion. There is marked limitation of motion with 
notable deformity. Joint involvement is progres- 
sive, the wrist, knees, and cervical spine being earli- 
est affected. Suppuration or ankylosis does not 
occur. 

The cervical and inguinal glands are enlarged, 
but are not tender and do not suppurate. Enlarge- 
ment of the liver occurs in some cases, and anaemia 
is often present. Endocarditis is sometimes present. 
The temperature curve seems to be of two varieties. 
One shows periods of pyrexia, generally lasting 
only a few days, followed by a longer interval of 
apyrexia. The other type shows more or less con- 
tinuous slight pyrexia. 

Still’s disease is progressive in type, but there may 


be periods of temporary improvement. Hopeless 
crippledom may result. 
The pathological changes show  periarticular 


thickening, with practically no joint involvement. 
The changes in the glands are not characteristic. 
Some amyloid degeneration may be present. 

Jones reports two typical cases of Still’s disease 
occurring in his practice. Both cases showed 
marked improvement. In the second case the dried 
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extract of thymus gland was given in doses of five 
grains three times a day. 

The conclusions are as follows: 

1. Still’s disease is probably not of tuberculous 
origin, and we are not warranted at the present 
time in assuming that the multiple joint involve- 
ment is due to the presence of tuberculous toxins, 
although such careful observers as Edsall, Lavenson, 
and Mouriquand are inclined to this theory; these 
cases of polyarthritis in children are very probably 
of an infectious character, closely resembling 
rheumatoid arthritis but differing in their morbid 
and clinical manifestations. The bacteriological 
findings are still obscure and need more careful and 
thorough laboratory research. 

2. Glandular involvement is characteristic of 
the disease, but splenic and liver enlargements may 
or may not be present. 

3. The prognosis is more favorable than at first 
regarded by Still. Many cases, as the two above 
reported, have shown decided improvement, and 
in rare instances complete recovery has taken 
place. 

4. Complete rest and immobilization of the 
affected joints is imperative during the acute and 
painful stage of the disease. Proper hygienic sur- 
roundings, fresh air, good and nutritious food, and 
the use of tonics, such as iron, arsenic, cod liver oil, 
maltine, etc., are essential. 

5. The extract of thymus gland in suitable cases 
and in proper dosage scems to have a decided and 
beneficial effect. 

6. The resulting contractions and deformities 
require surgical interference, and they should be 
corrected and overcome during the quiescent stage. 

ARCHER O’REILLY. 


Ridlon, J.: Penn. M. J., 1914, xviii, 
107. By Surg., Gynec. & Obst. 
The author emphasizes the importance of accurate 
study in the diagnosis of hip disease. He mentions 
the conditions which most frequently lead to error; 
viz., coxa vara, Osteo-arthritis, hysterical hip, acute 
epiphysitis in infancy, tabetic hip, tuberculous sa- 
cro-iliac disease, Pott’s disease, congenital disloca- 
tion, acute coccus, and other acute infections of the 
joint. In the treatment of hip disease Ridlon 
states that there is a time to remain in bed; a time 
to be up and around; a time to remove the weight 
of the patient from the diseased hip; a time for the 
limb to bear weight; a time to immobilize the joint; 
a time to permit a certain range of motion; a time 
to make traction on the limb, and a time when trac- 
tion does harm. By far the most important prin- 
ciple of treatment is immobilization. The means 
commonly used to immobilize the hip-joint are 
brietly described. In the management of tuber- 
culous abscesses Ridlon emphasizes that they 
should not be incised; and further that all opera- 
tions on tuberculous hips have been conceived 

in ignorance and born in iniquity.” 

M. JAcoss. 


Hip Disease. 


Allison, N., and Brooks, B.: Ankylosis: an Experi- 
mental Study. Surg., Gynec. & Obst., 1914, xix, 
568. By Surg., Gynec. & Obst. 


The nature of the process of bony ankylosis is 
studied in 23 experiments done on the knee-joints 
of dogs. The methods employed were: (1) Partial 
excisions, g experiments; (2) destruction of joint 
cartilage, 3 experiments; (3) injury to joint cartilage, 
2 experiments; and (4) direct infections of joints, 
9 experiments. 

In the microscopic study of the material obtained 
from these experiments, the process of ankylosis is 
traced from its earliest to its complete stage. The 
reaction of the joint structures to injuries and in- 
fections is shown in the sections, and the duration 
of the process is indicated. The conclusions drawn 
throw some light upon the surgical treatment of 
ankylosis and incidentally the behavior of the 
bones after injuries and fractures within the joints. 


Bowlby, A. A., and Rowland, S.: A Report on 
Gas Gangrene. Bril. M.J., 1914, ii, 913. 

By Surg., Gynec. & Obst. 

An interesting description is given of a very 

rapid gangrene following shattering wounds. The 

authors have isolated spore-bearing anaérobic or- 

ganisms from the wounds and from the soil in the 

trenches. It is evidently very closely related to 

the organism of malignant oedema. The disease 
has no relation to so-called hospital gangrene. 

F. C. KIpner. 


FRACTURES AND DISLOCATIONS 


Groover, T. A.: Hints on the Diagnosis of Frac- 
tures. Internat. J. Surg., 1914, xxvii, 384. 
By Surg., Gynec. & Obst. 
As Groover is a réntgenologist his contention 
that the older methods of diagnosis are of the utmost 
value is very interesting. He considers pain either 
spontaneous or elicited by pressure the most valuable 
single symptom and crepitus as possibly the least 
important, while deformity and swelling are valuable 
aids. He challenges the trite saying that ‘‘a sprain 
is worse than a fracture,” and says that symptoms 
are more marked if the bone is involved than other- 
wise. The law of probabilities runs very true in 
these cases, more so than in other forms of surgery; 
that is, in shoulder injuries the surgical neck of the 
humerus is most frequently involved; in the wrist 
a Colles’ fracture is commonest; in the hip frac- 
ture of the neck of the femur; in the foot a Pott’s 
fracture. He discusses various fractures in the 
application of these rules and concludes that 
clinical examination is of greater importance than 
X-ray plates in diagnosis. C. E. WELLs. 


Kauffer, H. J.: A New Method of Hastening Re- 
pair after Fracture. V. M.J., 1914, x, 1013. 

By Surg., Gynec. & Obst. 

Kauffer has originated a mixture of ground bone 
dust and petroleum, which is injected between and 
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into fractured ends of bone to stimulate repair. 
Several injections may be necessary, the injections 
being made as deeply as possible and only between 
the fragments. 

The paste must be sterilized for two hours, kept 
in a cool place, and when required, must be warmed 
thoroughly and shaken. A 4- to 8-ccm. syringe 
with long needle with a bore about gauge 20 should 
be used. 

Examples are cited showing the rapid growth of 
bone wherever the paste was injected, while the 
controls showed no growth whatever. 

Joun H. Suaw. 


Miller, S. R.: 


Treatment of Fractures of the 
Wrist. 


Internal. J. Surg., 1914, xxvii, 382. 
By Surg., Gynec. & Obst. 

Miller believes that the X-ray is very frequently 
necessary to make a diagnosis of these fractures. 
He discusses Colle’s fracture, laying particular 
stress on the value of the periosteum as a retention 
splint after reduction, and the frequency of fracture 
of the ulna styloid which demands treatment. He 
considers plaster of Paris the best splint for these 
cases, in the form of anterior and posterior splints 
moulded to form and retained in position by a starch 
bandage; with this form of splint the padding may 
be changed or its form altered to secure cleanliness 
or to counteract any tendency to malposition. In 
the early stage he uses massage and hot fomentations 
with active motions in about two weeks. 
C. E. Wetts. 


McCurdy, S. L.: The Treatment of Deformity Fol- 
lowing Colles’ Fracture. /nfernat. J. Surg., 1914, 
xxvii, 377. By Surg., Gynec. & Obst. 

In a well illustrated article McCurdy outlines the 
technique for reduction of this fracture, which he 
tersely characterizes as the most frequent of all 
fractures and the easiest treated, and if not properly 
replaced at the time of the accident results in more 
bad deformities than all other fractures combined. 
Failure to secure good reduction results in (1) ten- 
sion on joint ligaments, which is necessarily painful. 
(2) The tendons must work around a double curve, 
one point of which is at the point of fracture, and 
consequently poor function results. (3) Interfer- 
ence with venous return, causing swelling and stiff- 
ness of the hand. (4) Supination and forward 
displacement of the hand. 

In reduction and retention of the fragments care 
must be taken to avoid pressure on the arteries 
and nerves. If, after two weeks, supination is 
interfered with, McCurdy operates and removes the 
impinging portions of bone. C. E. WELLs. 


Palmer, E. P.: Bone-Transplantation as a Treat- 
ment of Fracture and Fracture-Dislocation 

of the Spine. Surg., Gynec. & Obst., 1914, xix, 664. 

By Surg., Gynec. & Obst. 

The author believes that bone-transplantation, 
which has won a place in the treatment of obstinate 
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fractures, should also be applicable to the treatment 
of fracture-dislocation of the spine. Fracture of the 
bony structure of the spine is a dangerous injury 
and should always call for immediate laminectomy 
in order to relieve pressure and to determine whether 
further operative measures are advisable. In the 
case reported, the twelfth dorsal and first lumbar 
vertebrae were fractured; immediate laminectomy 
was performed to relieve the dangerous pressure. 

In considering the anatomical conditions and 
loss of function of this case and the usual line of 
treatment by prolonged confinement to bed with 
plaster-cast, jacket, or braces to secure immobiliza- 
tion and extension, and the discomfort incident to 
this method, Palmer decided that an internal splint 
by means of a strong bone-transplant after the 
method of Albee for Pott’s disease would give an 
immediate immobilization support and extension 
to the injured spine which could be secured in no 
other way. He believed that if bony union were 
secured between the transplant and the spinous 
processes above and below the injury the spine 
would be given a firm supporting power almost up 
to the normal. If bony union failed to take place, 
the transplant would unite with the ligamentous 
structures of the spine, and, at least, furnish tem- 
porary immobilization and extension. 

Three weeks after the laminectomy the spine 
was braced with a transplant, taking in two processes 
above and two below the injury. Perfect union 
resulted and the patient was kept in bed seven weeks, 
leaving the hospital twelve weeks after the accident, 
able to stand alone and walk with assistance. 

The action of the spinal ligaments and muscles 
was not materially interfered with, so a good range 
of extension, flexion, and rotation of the spine was 
secured No external spinal support was used. 


Hammond, W.N.: Recognition and Treatment of 
Fracture of the Femoral Neck. Hahneman. 
Month., 1914, xlix, 819. By Surg., Gynec. & Obst. 


This fracture occurs most frequently in the aged, 
but it also occurs in the young and the middle 
aged. It is very frequently overlooked until too 
late. In an injury about the hip-joint, especially 
in the aged, it is advisable to consider it a fracture 
until the contrary is proved. Careful notes should 
be taken as to position and shortening. It is 
significant that the leg is nearly always everted, 
rarely inverted, and these positions cannot be 
voluntarily changed by the patient. 

The rule of treatment is gentleness in manipula- 
tions, for if there is an impaction it must not be 
broken up. The patient should be placed in a 
suitable bed and the leg held in place by sandbags; 
a long splint is applied from the axilla to below the 
foot, or a plaster cast is used in suitable cases. The 
cast should be applied while steady traction is 
made and the leg abducted to about forty degrees. 

It is in complete fractures that non-union occurs, 
although in a few cases it results from absorption of 
the neck in an impacted fracture. 
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The aged should not be kept in bed long, even if 
the fracture has to be neglected. R. O. Ritter. 


Boulware, T. C.: Fracture of the Patella and Its 
Treatment. J. Mo. St. M. Ass., 1914, xi, 225. 
By Surg., Gynec. & Obst. 


Inasmuch as the author believes it is not safe 
to make a compound fracture of a simple one, he 
obtains the best results in transverse fractures 
of the patella by the use of the subcutaneous silver- 
wire suture through the tendon of the quadriceps 
and the ligamentum patelle, as follows: 

After thorough antiseptic preparation of the limb 
and instruments, a five per cent solution of cocaine 
is injected into the skin at the four corners of the 
patella; then an incision or puncture is made deeply 
through the skin at each place where the cocaine 
was injected. By means of a long half-curved 
Hagedorn needle a strong silv r-wire suture is 
passed from one lower incision to the other through 
the ligamentum patellz, then in again at the point 
of exit and upward along the edge of the patella 
and under the skin to the upper puncture on the 
same side, and the wire is drawn until it disappears 
at the lower incision. The needle is then introduced 
at the place of exit and passed transversely through 
the tendon of the quadriceps to the upper puncture 
on the opposite side; then the wire is drawn until 
it disappears at the upper puncture on the opposite 
side; the needle is again introduced at the place of 
exit at the upper puncture and passed by the side of 
the patella under the skin to the beginning point. 
The fragments are drawn together with tenaculums 
inserted above and below the suture. The suture 
is then drawn tight and the ends of the wire twisted, 
cut off short, and tucked back under the skin and 
pressed up smartly against the wire by the side of 
the patella. A sterile dressing and a posterior 
splint are then applied. Cuartes M. Jacoss. 


SURGERY OF THE BONES, JOINTS, ETC. 


Levy, R.: The Filling of Bone Cavities with Pedicled 
Muscle-Flaps (Die Plombierung von Knochen- 
héhlen durch gestielte Muskellappen). Beitr. z. 
klin. Chir., 1914, xci, 666. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


Levy recommends filling the bone cavities left 
after operation for osteomyelitic foci, with broad, 
tongue-shaped flaps of muscle. A focus at the lower 
end of the femur should usually be approached from 
the internal side, for the firm fascia lata prevents 
the sinking in of the soft parts. KIRSCHNER. 


Payr: Further Experience in the Mobilization of 
Ankylosed Joints (Weitere Erfahrungen iiber 
Mobilisierung ankylosierter Gelenke). Deutsche 
Gesellsch. f. Chir., 1914. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


By his method of fascia transplantation the author 
aims first to isolate the fragments of bone separated 


by chiseling or sawing, which otherwise might form 

free bodies in the joint, but the chief effect of the 
flap of fascia is on the effusion of blood that takes 
place after the operation. 

A short description is given of the variations in 
technique for the different joints. In the knee the 
patella, either at the time of the operation or pre- 
ceding it, has a pad of fat placed underneath it. In 
the reconstruction of the extensor apparatus a 
peroneus tendon covered with fascia is used. Kirsch- 
ner’s incision has been rejected in favor of two lateral 
incisions. To avoid lateral motion a broad groove 
is chiseled for the patella and extensor tendon on the 
anterior surface of the condyles. In the hip-joint 
a Volkmann’s chisel resection is performed, followed 
by implantation of fat and fascia, or an osteotomy is 
done and a saddle-joint created, which is capable of 
movement along two axes. In the elbow-joint the 
triceps and ulna are covered with fascia. In the 
finger-joints and the wrist-joint, Payr has recently 
been using fat. 

The later fate of the new joints is studied by means 
of careful after-examinations. Neither arthritis 
deformans nor severe secondary deformities develop. 
The thick fibrous covering that develops over the 
joint-ends resembles the covering of a tendon- 
sheath. The new-formed joint cavity is to be re- 
garded as a mucous bursa, which develops in spite 
of extensive extirpation of the capsule. The bodies 
of the joints show no changes in size and form, 
though they are not, as Roux maintains they should 
be, covered with cartilage to keep them from wearing 
out. Their architectural structure is in perfect func- 
tional accord with the newly created mechanical 
conditions. Deep sensation and reflexes are perfect- 
ly maintained. 

The indications are limited by the fact that Payr 
has had unfortunate results in mobilization after 
resection for tuberculosis. He describes 4 cases: one 
of ankylosis of the hip, 2 of arthroplasty of the knee, 
and one of new formation of an interphalangeal 
joint. In all the joints the motion was satisfactory. 
In the past two years he has performed 22 operations 
for mobilization of joints, including various kinds of 
joints, and has had 5 failures. The result in the old- 
est knee case — 4 years — is excellent. 

GOBELL, of Kiel, has had satisfactory results in 
4 cases of ankylosis of the elbow-joint by trans- 
plantation of fascia and covering the ends of the 
bone with the fascia. 


Hohmeier and Magnus: Experiments in Surgery of 
the Knee-Joint (Experimentelles zur Kniegelenk- 
chirurgie). Deutsche Gesellsch. f. Chir., 1914. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


The authors undertook a great number of com- 
parative experiments to determine under what cir- 
cumstances mobilization of an ankylosed joint takes 
place. They removed the articular cartilages totally 
from the knee-joints of rabbits and in some cases 
they interposed muscle or fascia between the injured 
bone surfaces; in others there was no interposition 
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of tissue. The surprising thing about the results of 
these experiments was that a movable joint resulted 
whether tissue was interposed or not. Anatomical 
studies are reported in detail which show that finally 
the ends of both bones were covered with fibrous 
connective tissue. Where muscle was interposed 
this consisted of muscle which had undergone fibrous 
degeneration, and if no tissue had been interposed 
it consisted of granulation tissue formed on both 
ends of the bone. The essential point in the forma- 
tion of a new joint is not the interposition of tissue, 
but the maintenance of function, which is dependent 
on the presence of the extensor muscle apparatus and 
the lateral ligaments. KATZENSTEIN. 


Tiegel, M.: Treatment of Phlegmons of the Hand 
(Uber Behandlung von Handphlegmonen). Beitr. 

s. klin. Chir., 1914, Xci, 435. 
By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


Tiegel treats phlegmons of the hand as follows: 
Atter sufficient incision of the wound edges he holds 
the wound open for 24 hours by means of a spring 
which he constructed. He does not use any other 
drainage or any tampons. The pus is carefully 
washed away with salt solution or a solution of 
1:1000 bichloride of mercury, and the surface of the 
wound is then covered with loose gauze. He advises 
against the ordinary moist dressing, and lays em- 
phasis on placing the inflamed part at rest, suflicient- 
ly if not absolutely. He advises that the splint be 
not placed on the palmar side, but on the dorsal side 
when the incision is in the palmar side, and that only 
the inflamed finger be placed at rest, the others Icft 
free. In order to apply this correctly he has had a 
simple wooden splint made, into which metal moulds 
for each finger can be screwed. 

He does not advise the usual suspension or cleva- 
tion of the hand, because he has found that it not 
only does no good, but that it rather favors the ex- 
tension of the inflammation. He prefers the low 
position, taking care only that the wound does not 
lie against anything, as that would interfere with the 
discharge of the pus. 

Results from this method of treatment were 
excellent; an especially good feature was the absence 
of necrosis of the tendons. He attributes the slight 
degree of injury to the tendons, in spite of the free 
incision, to the fact that no tampons were used, the 
pus was discharged very freely from the wide open 
wounds, and the tendons were very quickly covered 
with fresh granulation tissue. Wound healing was 
extraordinarily rapid, and restoration of function 
surprisingly good. M. von Brunn. 


Fischer, Aladar, and Baron, A.: Operative Treat- 
ment of Spastic Flat-Foot (Beitrag zur operativen 
Behandlung des spastischen Plattfusses). Zentralbl. 
f. Chir., 1914, xli, 755. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


In spastic flat-foot that does not yield to con- 
servative treatment the following operation, which 
has been tested clinically, is recommended. Through 
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a lateral incision a piece of tendon 6 to 8 cm. long is 
excised from the peroneus longus, and a shorter 
piece from the peroneus brevis. In non-spastic 
flat-foot the excision is made only from the peroneus 
brevis. The wound is sutured. The scaphoid is laid 
bare by a small flap incision and bored through in the 
dorsoventral direction. The end of the piece of ten- 
don from the peroneus longus is passed through the 
hole and united with the other end. A few strength- 
ening sutures are passed through the piece of tendon, 
the periosteum, and ligament. The surface of the 
tibia is laid bare above the internal malleolus with 
a small longitudinal incision, and a small transverse 
canal is bored through it. The free end of the piece 
of tendon is carried by means of a silk suture and for- 
ceps into the upper wound, and fastened to the tibia 
under good tension with a silk suture carried through 
the hole in the tibia. Further fixation sutures are 
made through the periosteum and the end of the 
‘tendon. 

It is necessary for the success of this treatment of 
flat-foot that the foot be brought into a position of 
marked supination, and that no decided changes 
have taken place in the bones of the arch of the foot. 
Sometimes a combination of this method with other 
operations is indicated. WortMANN. 


ORTHOPEDICS IN GENERAL 


Pim, A. A.: Epidemic Poliomyelitis. Brit. \/. J., 

1914, ii, 831. By Surg., Gynec. & Obst. 

Pim discusses the types of the disease which he 
observed during an epidemic. 

He says that a number of children from one and 
one-half to sixteen years of age were suddenly strick- 
en with high temperature, furred tongue, offensive 
breath, obstinate constipation, and pains in the 
back and limbs. In all these cases in which pain 
appeared early paralysis occurred in from one to 
seven days. 

In other cases in which early pain was entirely 
absent, but the other symptoms present, after 
seven to ten days recovery apparently took place, 
but acute sciatica developed. 

Other cases which had the early symptoms re- 
covered without the after-results. 

Pim states that the incubation period may be 
eight days, as two cases which left town at the begin- 
ning of the epidemic developed the disease after 
eight days. 

The cases were widely scattered; in only two 
homes was there more than one child stricken. 

The suggestion that flies and dust carry the dis- 
ease is not borne out in these cases, as the children 
living in the poorest and most insanitary districts 
were not affected. Joun H. SHaw. 


Packard, G. B.: The Treatment of Weak and Flat 
Feet. Colo. Med., 1914, xi, 400. 

By Surg., Gynec. & Obst. 

The literature on the subject of weak and flat 

feet shows the interest taken in the subject. The 
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last report of one of the largest clinics in the coun- 
try shows that 29 per cent of new cases were of 
this nature, while in 1890 there were less than 3 
per cent in the same clinic. This condition is the 
cause of marked disability, not only in the feet but 
also in other parts of the body. Evidences of 
weakened feet, such as indefinite pains and dis- 
ability, are usually present even before flattening 
appears. In this stage motions are restricted, 
especially adduction of the forefoot. The deformity 
is characterized by a depression of the arch and by 
lateral displacement caused by persistent abduction 
of the foot. 

The body weight normally passes through the 
center of the knee- and ankle-joints and over the 
dorsum of the foot to the second toe. In flat-foot 
the weight passes to the inner side of the foot and 
causes strain of the astragaloscaphoid joint. This 
abnormal abducted position of the foot is increased 
by faulty footgear, occupation, increase in weight, 
genuvalgum, and debilitated states. High heels 
tend to throw the weight on the front of the foot and 
tend to interfere with the function of the anterior 
arch. Hallus valgus, by preventing adduction of 
the great toe, tends to weaken the support of the 
longarch. The patient tends to stand and walk with 
abducted feet, the amount of deformity depending 
upon the muscular weakness. In the more severe 
cases muscle spasm is present, and, later, adhesions 
and bone changes may result. Pain may be absent, 
but as a rule is present when the feet are in use. 
It may be in the heel or in the knees, hips, or 
lumbar region. 

The treatment will depend upon the stage or 
degree of disability. The aim is to make the passive 
motion possible without pain, spasm, or deformity, 
and to strengthen the muscles, thus restoring func- 
tion and overcoming deformity and obstruction. 
Arch supports will not fill these requirements and 
are often injurious, as they tend to weaken the 
muscles. 

In milder cases the shoes may be modified, the 
heels and inner sides may be raised, thus throwing 
the body weight to the outside. In the more severe 
types where spasm has developed the foot must be 
put at rest. This may be done by adhesive strap- 
ping in the less severe cases. In the most severe 
cases, the foot must be corrected under an anes- 
thetic and put ina plaster of Paris cast, which should 
be worn until the pain and tenderness have disap- 
peared. In cases which resist this treatment and in 
relapsing cases an arthrodesis of the astragalo- 
scaphoid joint may be performed. In those cases 
in which the tendo achillis is short, it may be ad- 
visable to lengthen it. 

The correct shoe for a normal foot should corre- 
spond to the shape of the foot. The inner side 
should be straight, and there should be plenty of 
room on this side, as the thickest part of the front 
of the foot is on the inner side. The width of the 
forward part should correspond to the weight- 
bearing position of the foot at that part. There 
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should be no dorsal flexion in the sole of the front of 
the shoe. This portion should also be flat from side 
to side. The heel should be low and broad. 

It is often necessary to make the change to im- 
proved footgear gradually, as a sudden change 
often causes considerable discomfort. Each case 
must be studied carefully and treated accordingly. 


The general condition of the patient must be con- 
sidered, and any other pathological changes should 
be treated. 

Artificial supports should be dispensed with as 
soon as possible, or at least reduced to a minimum 
degree, in order to reéstablish the normal functions 
of the foot. ARCHER O’REILLY. 


SURGERY OF THE SPINAL COLUMN AND CORD 


Griffith, J. D.: Report of Three Cases of Partial 
Luxation of the Atlas on the Axis. Am. J. 
Orth. Surg., 1914, xii, 332. By Surg., Gynec. & Obst. 


The author reports three interesting cases of 
unilateral dislocation of the atlas on the axis with- 
out fracture of the odontoid process or any portion 
of either bone; in each instance recovery followed 
reduction. 

The patients complained of pain when attempting 
to move the head, radiating over the occiput and 
down the neck, the head and chin deviated to one 
side, the neck muscles were rigid, and there was a 
prominence back of the angle of the jaw on the 
side affected. 

An X-ray picture taken anteroposterior with the 
mouth open is a very important procedure in cor- 
roborating the diagnosis and in determining any 
fracture of the odontoid process. 

These luxations are usually unilateral and consist 
of a rotary displacement in the upper vertebra on 
the side of the lesion, slipping forward and catching 
either on the apex of the articular process or slipping 
over into the intervetebral notch. Compression of 
the cord is unusual. Reduction is possible by 
proper manipulation even after the lapse of a long 
interval. Rosert B. Correxp. 


Scott, O. F.: Hyperflexion of the Spine with Mul- 
tiple Spinous Process Fractures Without 
Accompanying Lesions. Chicago M. Recorder, 
1914, XXxvi, 600. By Surg., Gynec. & Obst. 

The author summarizes his statistical report of 
these fractures, showing that spinal fractures occur 
in about one per cent of all general fracture cases 
and that but 4 of each 1,000 spinal fractures are 
spinous process fractures. Two in every 1,000 
spinal fractures occur in the dorsal region and one- 
half of one per cent occur in the lumbar region. 

The etiology is a deduction from medical literature 
and personal observation and comprises: 

1. (a) Direct causes, with trauma applied directly 
at any angle without hyperflexion; (6) voluntary 
muscular action with violent hyperflexion. 

2. Indirect causes with trauma applied laterally 
without hyperflexion, there being fixation of one 


extremity and mobility of the other and trauma 
applied at any angle, but fracture occurring from 
an accompanying hyperflexion. hypertlexion 
beyond the physiological limit is the greatest 
etiological factor if direct trauma is eliminated. 

The thoracicocervico and the thoracicolumbar 
regions are the most common regions involved in 
fracture of the spine, as here we have the unions of 
two flexible and rigid areas. A case is cited having a 
fracture of the fourth, fifth, sixth, and seventh dor- 
sal spines caused by direct trauma under forcible 
hyperflexion, there being no accompanying lesions 
other than the fracture of the spinous processes. 

H. W. MAttsy. 


Jones, S. F.: The Pathological Report of a Case 
of Vertebral Osteoarthropathy —Charcot’s 
Disease of the Spine. Am. J. Orth. Surg., igi, 
xii, 303. By Surg., Gynec. & Obst. 

A very interesting and instructive report of this 
rather rare condition is given, together with a photo- 
micrograph and an X-ray plate. The subject, a male, 
aged 50, had been under observation for several 
years. He presented kyphosis of the second, third. 
and fourth lumbar vertebra, without pain on 
motion of the spine, muscular spasm, or psoas con- 
traction. There was some diminution of the kypho- 
sis upon hyperextension. The Wassermann test 
was positive, and the neurological examination 
established a diagnosis of locomotor ataxia. There 
was compression of the second, third, and fourth 
vertebra, the convexity of the scoliosis being to the 
left with some resulting absorption of the bodies and 

a hypertrophic bony development. He gradually 

became helpless and was finally confined to bed for 

two years and ten months, a decubitus developing 
over the sacrum. The case was complicated by an 
irreducible right inguinal hernia. A necropsy report 
by Whitman, together with photomicrographs, 
showed hypertrophic bony changes in the lumbar 
vertebra with thickening of the spinous processes 
and ankylosis of the first, second, and third lumbar 
segments. Microscopically, a tumor of the omep- 
tum showed small spindle-celled fibrosarcoma. 

Hl. W. Meverbine. 


Durel, W. J.: A Case of Extensive Lupus Treated 
with Tubercle Bacilli Emulsion. J. Orl. M. & 
S.J., 1914, Ixvii, 342. By Surg., Gynec. & Obst. 

The author’s case was one of extensive lupus 
accompanied by cervical adenitis. Both conditions 
had resisted surgical treatment; but the author 
brought about a cure by means of injections of 
tubercle bacilli emulsion. The complete cure re- 
quired one and a half years. The dosage of the 
emulsion was determined by the patient’s neutro- 
phile index. Delayed healing of the ulcer, it is 
claimed, was due to too large dosage and too fre- 
quent administration. Maurice J. Getrt. 


Rehn, E., and Miyauchi: Transplantation of 
Cutaneous and Subcutaneous Connective Tis- 
sue (Das cutane und subcutane Bindegewebe in 
verinderter Funktion). Arch. f. klin. Chir., 1914, 
cv, I. By Surg., Gynec. & Obst. 

Rehn found that in the transplantation of tendons 
and fascia the connective tissue transplanted with 
them played a most important part in their main- 
tenance and regeneration. Wherever connective 
tissue in the body is subjected to long continued 

or frequently repeated traction, it finally forms a 

fibrous band resembling a tendon. When a tendon 

is transplanted it undergoes transformation into 
connective tissue before taking up function in its 
new location; hence it occurred to Rehn that it 
would be simpler and therefore better to transplant 

connective tissue directly rather than to use a 

tendon which must ultimately be changed to con- 

nective tissue. Moreover, tendons must be trans- 


planted from the same individual in order to take 
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SURGERY OF THE SKIN, FASCIA, AND APPENDAGES 


satisfactorily, while connective tissue can be trans- 
planted from other individuals quite as well. 

A detailed description is given of a series of ex- 
periments which Rehn and Miyauchi performed on 
dogs. After the skin was shaved and disinfected a 
flap of epidermis and the greater part of the cutis 
was laid back, and then from underneath it was 
taken a strip of subcutaneous connective tissue, 
including the thin layer of cutis that had been left 
and a layer of fatty tissue underneath that varied 
in thickness depending on the adiposity of the 
animal. In the first experiments the strip of con- 
nective tissue was merely twisted so as to form a 
string, but later it was twisted around a silk thread 
or a braid of two strips of tissue and a silk thread 
was made. The Achilles tendon was then resected 
from the os calcis to the muscles and the strips 
sutured under tension in place of it. The subcutaneous 
tissue was then sutured over it to avoid forming a 
dead space and the skin wound closed. The leg 
was fixed with a papier-maché dressing in slight 
tension. On the third day it was renewed in such 
a fashion that slight movement was possible, and on 
the eighth day all dressings were removed. The 
functional] results were excellent and histological 
examinations made at varying periods after the 
operations showed tissue resembling normal tendons. 
The connective tissue takes without any inflam- 
matory reaction. 

Three cases are described in which the method 
was used clinically: once to replace a tendon, once 
to replace a joint ligament, and once to occlude the 
pylorus in duodenal ulcer. Its best field is in the 
replacement of tendons and ligaments. _A. Goss. 


MISCELLANEOUS 


SERA, VACCINES, AND FERMENTS 
Nieszytka, L.: Results of the Abderhalden Method 
in Psychiatry (Ergebnisse der Abderhalden- 
Methoden fiir die Psychiatrie). Zéschr. f. d. ges. 
Neurol. u. Psychiat., 1914, xxvi, 546. 
By Surg., Gynec. & Obst, 
At a meeting of psychiatrists at Lauenburg, 
Pomerania, June, 1914, Nieszytka of Tapiau gave 
the fullest abstract of the results of the clinical use 
of this reaction which has appeared. In_ his 
presentation he did not confine himself to the 
psychiatric literature, but entered into the con- 
troversy on the basis of the reaction. He especially 
considered the work of Stephan, and attempted to 
unify upon the basis of the Abderhalden theory 
the criticisms of the chemists and the serologists. 
He makes clear upon the basis of blood contamina- 
tion the trypsin reactions which have overthrown 
in the minds of some the theory of albumin speci- 
ficity. 


In bringing together the clinical work of 12 
psychiatrists besides his own work he gives the 
results of the examination of 635 cases of dementia 
precox, 82.4 per cent of whom gave the reaction to 
the sex glands, 38.2 per cent to the thyroid, and 
7-9 per cent to cerebral cortex. Besides these 
there were scattering reactions running as high as 
33 per cent of some investigators’ cases. 

He combines the work of 12 syphilologists in 
their examination of the sera and cerebrospinal 
fluid from progressive paralysis, in whom 80 per 
cent gave reactions to brain substance, 30 per cent 
to sexual glands, 28 per cent to the thyroid gland, 
47 per cent to the spinal cord, 51.5 per cent to the 
liver, 45 per cent to the kidney, besides other scat- 
tering reactions. 

It appears very clear that in general paresis the 
reactions begin in the cerebellum and advance to 
different parts of the brain until all its parts are 
involved. About the time the cerebral cortex be- 
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comes involved reactions appear in the abdominal 
viscera and go on until all the organs of the body 
show reactions. 

In epilepsy, the reactions are consistently pathog- 
nomonic: more than go per cent give reactions to 
cerebral cortex and only a very small per cent to 
other organs of the body. 

Nieszytka also notices without much comment the 
unfavorable clinical work of Lange, Michaelis, and 
Otto. A. Goss. 


Parsamow, O.S.: Experimental Study of the Origin 
and Specificity of Blood Ferments in the Use 
of Abderhalden’s Dialysis (Kinige experimentelle 
Untersuchungen iiber die Frage der Entstehung und 
Spezifitiit der Blutfermente bei Anwendung des 
Abderhaldenschen Dialysierverfahrens). Biochem. 
Zitschr., 1914, Ixvi, 269. By Surg., Gynec. & Obst. 

Parsamow presents some experimental investiga- 
tions upon the specificity of the defensive ferments 
as shown by the Abderhalden reaction. He has 
used rabbits alone in his investigations, the results 
of which were first published in an inaccessible 
Russian thesis. His methods were rather massive 
in undertaking to fill the system with the albumin 
molecules of different organs. 

With the utmost antiseptic precautions he ligated 
off one or more of the organs, such as the kidney in 
one case, the spleen in another, the testicle in an- 
other, and the liver in another, and proved by de- 
lay that the animals were viable. He also at- 


tempted to fill the circulation with foreign albumins 
by preparing an emulsion, blood free, of different 


parts of the body of the rabbit, and injecting sub- 
cutaneously, intraperitoneally, or intrapleurally from 
a few drops to a cubic centimeter or more of these 
emulsions. He expected in both cases that a de- 
fensive ferment would be aroused against the organ 
cut off from the circulation or the organ used in the 
preparation of the emulsion. The results are 
tabulated in a series of three tables. 

For example, he ligated off completely the testicle 
ofarabbit. At the end of the first day there was no 
ferment found in the rabbit’s blood. At the end of 
the seventh day there was a doubtful reaction to the 
testicle; at the end of the fifteenth day two ferments 
were found in the blood serum; one katabolized the 
testicle, and one the fundament made from muscle 
of rabbit. At the end of the twenty-fourth day 
there were three ferments: a very positive ferment 
against the rabbit’s testicle and a ferment against 
rabbit’s muscle and also one against liver albumin. 
In the following 17 experiments of a somewhat 
similar nature, more than one ferment was found 
after the ligation of the adrenal, the liver, the kid- 
ney, the thyroid, the ovary, the salivary glands, the 
striped muscle, and the spleen; but in every case 
the ferment against the organ ligated off was the 
most pronounced and remained longest in the blood, 
lasting in most cases for two or three weeks. 

In the case where an emulsion of an organ was 
used the specificity was the most pronounced, 
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isolated, and protracted. When testicle, ovary, 
liver, and spleen emulsions were used, the ferment 
against the corresponding albumin was found at the 
end of thesecond hour. At the end of the second day 
the reaction was most pronounced, and was repre- 
sented by double plus. By the end of the fifth or 
sixth day the ferment had disappeared. Parsamow 
was able, however, to bring about reactions by the 
injection of trypsinogen, and by the use of two 
grams of trypsinogen by mouth, which were similar 
to those produced by ferments against various 
albumins. For example, two hours after a rabbit 
had been fed two grams of trypsinogen, the serum 
of that rabbit’s blood, placed in a dialyzer on muscle, 
kidney, spleen, liver, testicle, adrenal, and ovarian 
fundaments, gave a very positive ninhydrin re- 
action to muscle, spleen, liver, and adrenal; these 
reactions faded away somewhat at the end of the 
first day and completely by the end of the third day. 
Even with smaller doses of trypsinogen reactions 
were brought about which would be confusing. 
Parsamow does not attempt to explain these 
manifestations but does conclude that the researches 
to be made depending upon the specificity of the 
ferments must be guarded by a due consideration of 
the possibility of bringing about similar and con- 
fusing reactions by the use of substances of this 
kind. A. Goss. 


BLOOD AND LYMPH VESSELS 


Buerger, L.: Is Thrombo-Angiitis Obliterans an 
Infectious Disease? Surg., Gynec. & Obst., 1914, 
xix, 582. By Surg., Gynec. & Obst. 


Buerger previously demonstrated that so-called 
presenile gangrene, or endarteritis obliterans, 
is really a thrombotic and inflammatory process 
involving the arteries and veins, and, therefore, 
properly designated as thrombo-angiitis obliterans. 
In a study of 19 amputated limbs the old or healed 
stage of the disease —that in which the vessel 
lumen is filled with vascularized, canalized connect- 
ive tissue — was most commonly found. In two 
instances, however, the early or ‘‘acute” stage of 
the disease was represented. In this there is an 
inflammatory infiltration of the wall of the vessel, 
with occlusion by red clot, and there are certain 
characteristic foci containing giant-cells. 

More recent studies bringing the total number of 
amputated lower extremities to 40, together with 2 
forearms, tend to throw light on the nature of the 
etiologic factor. The association of migrating phle- 
bitis of the subcutaneous veins of the upper and 
lower extremities — reported by Buerger in rort, 
and now noted in 25 cases — brought up the ques- 
tion as to whether these veins were affected by the 
same disease. And, in truth, it was found that the 
“acute” lesion in the deep arteriés and veins was 
identical with the lesion characteristic of the mi- 
grating phlebitis. The study of the various stages 
of the disease was thus made easy in that the 
subcutaneous veins could be used for that purpose, 
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and extirpated with impunity under local anes- 
thesia. Twenty-five different exsected specimens 
from 18 cases were collected. In these it was shown 
that certain purulent foci are the precursors of the 
giant-cell foci, and represent the earliest stage in the 
acute lesion; that these foci are recognizable in the 
obturating clot; that they lead to the formation 
of the typical miliary giant-cell foci, characteristic 
of this disease alone, and suggest that the process is 
brought about by some infectious organism, al- 
though the ordinary methods of research have failed 
to disclose any such organism. Future studies must 
be directed to the discovery of the microbial agent 
in the thrombosed superficial veins. 


Peet, M. M.: Indications for and Variations in the 
Technique of Eck’s Fistula. Ann. Surg. Phila., 
1914, Ix, 601. By Surg., Gynec. & Obst. 

This operation has been twice performed on man, 
once by Vidal in France and once by Rosenstein 
in Leipzig. Experimental work on animals has 
proved its feasibility and that if done early it is 
free from danger. 

The operation is indicated in cirrhosis of the 
liver with ascites, particularly in alcoholic cirrho- 
sis where other organs are not seriously affected 
and also in those cases where compensatory circu- 
lation exists. 

In cirrhosis due to stasis in the hepatic vein, so- 
called nutmeg liver, even when associated with 
ascites, Eck’s fistula could not be expected to give 
relief, as the trouble is not in the portal vein but is 
due to the increased pressure in the vena cava itself. 
Neither would the fistula be of benefit in ascites 
due to cardiac disease nor in nephritis. In Banti’s 
disease when accompanied with cirrhosis, relief 
should be obtained by the operation, also in cases 
of thrombophlebitis of the portal vein. 

He adopted a modification of the technique of 
Carrel and Guthrie, in that he used a three-bladed 
forceps, resembling those used in doing a gastro- 
enterostomy, except that they were very much 
smaller. He also advises the use of a curved needle. 

If, on account of adhesions, access to these blood- 
vessels is not feasible, or if there is disease of the 
portal vein, it will be possible to make the anastomo- 
sis between a mesenteric vessel and the common 
iliac vein. D. L. Desparp. 


ELECTROLOGY 


Cole, L. G.: Preliminary Report on the Thera- 
peutic Possibilities of the Coolidge Tube. 
Med. Rev. Revs., 1914, XX, 567. 

By Surg., Gynec. & Obst. 

One of the greatest handicaps in réntgen therapy 
has been the inability to secure rays of great pene- 
trability in sufficient quantity to have an appreciable 
effect upon deep-seated structures. The reason 
for this is the instability of the vacuum in the 
ordinary X-ray tube. The Coolidge tube produces 
rays of extreme penetration continuously over long 
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periods, in large quantities, and without fluctuation. 
An erythema of the skin can be produced with this 
tube in 30 seconds. 

The author conducted comparative experiments 
with ordinary X-ray tubes and with a Coolidge 
tube in an effort to produce an erythema dose 3 
inches below the surface under radiation. A piece 
of meat 6 inches thick was used for the experiments. 
The author judges that the conditions of the experi- 
ment were comparable to those of the réntgen treat- 
ment of a cancer of the pylorus. With an ordinary 
tube it was necessary to use 7 tubes one after the 
other, all operated at their full capacity, the entire 
length of exposure being 11.5 minutes, to produce 
an erythema dose 3 inches below the surface. No 
filter was used and the surface received 16 times an 
erythema dose. Under actual working conditions 
16 portals of entry would have been necessary or 
the patient would have been seriously burned, or 
if an erythema dose only were given on the skin the 
part under treatment would receive only one- 
sixteenth of a dose. A dose of this size might be 
not only useless but actually stimulating. 

With a Coolidge tube operating under similar 
conditions, with the exception of a filter of alumi- 
num 3 mm. thick interposed, an erythema dose 
was produced 3 inches below the surface in 6 minutes, 
to milliamperes going through the tube. The 
surface received 6 times an erythema dose; there- 
fore 6 portals of entry were necessary in this ex- 
periment. With an aluminum filter to mm. thick 
14 minutes were required for a full dose 3 inches 
below the surface, the other conditions being the 
same. In all the experiments the target of the 
tube was 6 inches from the surface under radiation. 

Two significant facts are emphasized by these 
experiments: (1) Necessity of filtration. With a 
3 mm. aluminum filter one-sixth of a dose can 
be given 3 inches below the surface; without a 
filter only one-sixteenth of a dose; (2) necessity of 
numerous portals of entry, as the dose given can be 
directly multiplied by the number of ports available. 

G. W. Grier. 


Morton, W. J.: Embedded Radium Tubes in the 
Treatment of Cancer. Med. Rec., 1914, Ixxxvi, 
913. By Surg., Gynec. & Obst. 


Morton reports a case in a young woman of 
osteosarcoma of the humerus, in which radium was 
embedded and recovery followed. Eight years 
have now passed without recurrence. The author 
feels that this form of practice will come more and 
more into use. Carcinoma of the breast was treated 
with the same brilliant result. © W.S. Newcomer. 


Ranzi, Schiller, and Sparmann: Experience in 
Radium Treatment of Malignant Tumors 
(Erfahrungen tiber Radiumbehandlung malignen 
Tumoren). Strahlentherap., 1914, iv, 97. 

By Surg., Gynec. & Obst. 


These authors had all together 225 mg. radium 
and 150 mg. mesothorium. They filtered at first 


with lead, later with metals that produced only 
slight secondary rays (1.5 to 2 mm. thick). To 
exclude secondary rays non-metallic covers were 
placed over these. Different dosages were used in 
different cases, but sometimes very large individual 
doses as well as large total doses were used. Among 
29 cases of tumors, 6 died. In three cases—re- 
current carcinoma of the tongue, basal-cell cancer 
of the ale of the nose, and a tongue cancer as large 
as a hazelnut—the tumors disappeared: 9 were not 
affected, they did not even grow worse. In 11 
cases the tumor grew smaller, and among these were 
sarcomata and carcinomata; for example, cancer of 
the oesophagus producing stricture. 

In these experiments it could not be seen that 
there was any truly elective effect on tumor tissue; 
the normal surrounding tissue was also injured, 
giving rise to the possibility of perforation and 
hemorrhage; they encountered the latter in five 
cases. The analgesic effect of the rays is by no 
means constant. On the whole, the authors be- 
lieve that radium should be used only after opera- 
tion and as a palliative measure in inoperable 
tumors; the malignancy of such tumors may be 
decreased by its use; but all operable tumors should 
be operated upon unconditionally. A. Goss. 
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Cumston, C. G.: Gunshot and Bayonet Wounds 
of the Stomach. i/ed. Press & Circ., 1914, exlix, 
472. By Surg., Gynec. & Obst. 

Bayonet wounds are very similar to stab wounds 
and the treatment suggested by the author is mainly 
conservative. 

Gunshot wounds of the stomach vary in degree, 
depending upon the type of projectile and the dis- 
tance from which it was fired. Fired from a distance 
exceeding 300 meters, simple perforations which 
are small and circular result. The borders of the 
wound may close together producing an almost 
complete occlusion. When the firing distance is less 
than 300 meters the result varies according to the 
state of plenitude of the stomach. When the 
organ is empty the wounds present the same 
characteristics as those just enumerated. But when 
the stomach is full genuine bursting of the viscus 
results. 

The treatment of gunshot wounds of the stomach 
according to the author should be mainly conserva- 
tive. In the South African war and in the Russian- 
Japanese war, statistics seem to indicate that of 
those operated upon, a larger percentage died than 
of those treated conservatively. Conservative 


treatment consists in absolute rest under morphine 
and opium and nothing by mouth for three to four 
days or even longer. The only primary indication 
for operating is the presence of intra-abdominal 
hemorrhage. Peritonitis is the only late indication 
for operating, and in these cases the operative act 
should be reduced to the minimum. 


J. H. 
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Mummery, P. L.: Injuries to the Bowel from Shell 
and Bullet Wounds. Brit. \/. J., 1914, ii, 914. 
By Surg., Gynec. & Obst. 

In his position as surgeon to King Edward VII's 
hospital for officers, the author has in the last three 
months seen several cases of injuries to the bowels 
from shell and bullet wounds. Injuries to the 
rectum and pelvic colon in these cases are serious 
and attended by a higher mortality than similar 
injuries to other parts of the alimentary canal. 
There can be no doubt that a high velocity Mauser 
bullet may pass through the abdomen or across the 
pelvis penetrating the large and small bowel, with- 
out causing fatal or even very serious results, 
always provided that certain conditions be present. 
Of these conditions the chief are: (1) the bullet 
must be traveling at a relatively high velocity; (2) 
the intestines must be more or less empty of fluid 
contents; (3) and the proper first-aid treatment must 
be administered. The bowels should be given a 
complete rest for forty-eight hours after the injury 
by withholding all food, giving morphine in full 
doses, and providing as much rest as possible. 

Mummery ascribes the good results obtained in 
the treatment of the wounded in the present war 
to the efficient first-aid service. Wounds involving 
the large bowel are generally complicated by other 
injuries, such as fracture of the pelvis, injury to 
the bladder, or damage to the large nerve-trunks, 
more commonly as concussions than as cuts. The 
most difficult cases are those associated with frac- 
ture of the pelvis and a septic wound. Healing in 
such cases is slow, as portions of bone must sepa- 
rate before healing can take place. The most 
serious cases are those in which a shell wound is 
complicated by a fecal fistula and fracture of the 
pelvis. 

In these severe cases of wounds complicated by a 
fecal fistula, Mummery believes the best thing to 
do is to perform a temporary transverse colotomy, 
at the same time opening up the wound thoroughly 
and providing free drainage. After the wound in the 
bowel has healed, the colotomy can be corrected by a 
secondary operation. The best way to perform a 
colotomy in these cases is by means of a glass rod 
placed under the bowel. No attempt at performing 
colotomy is necessary in the case of a small wound 
not complicated by a fractured bone, even though 
fecal leakage be present, provided the patient has 
not developed a serious degree of sepsis. If such an 
attempt has been made the rectum should be 
drained by means of a tube introduced through the 
anus. Wounds involving the bowels should not be 
treated by immediate operation even if proper sur- 
gical facilities are available. Complete rest, ab- 


sence of food, and the administration of morphine 
constitute the proper treatment; surgical treatment 
should be reserved for treatment of secondary 
complications. 
Three cases of bowel injury due to bullet or shell 
injuries are reported from the author’s experience. 
E. C. RopitsHex. 
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Laurent: Fractures of the Long Bones and Joint 
Injuries in the Balkan War (Les fractures des os 
des membres et les blessures articulaires dans la 
guerre balkanique). J. de chir., 1914, xiii, 9. 

By Surg., Gynec. & Obst. 


In 100 cases there are 80 injuries of the soft parts 
and 20 fractures. The effect produced may be 
shock, with fragmentation or fracture, perforation 
by direct pressure, or explosion from lateral pres- 
sure. The degree of destruction varies with the 
distance from which the shot is fired; it is said that 
comminution is possible at a distance as great as 
2,000 meters. The destruction is greater if the 
projectile is oblique than if it is transverse. The 
complications of fracture are hemorrhage, shock, 
infiltration, phlegmon, osteomyelitis, gangrene, 
septicemia, pyemia, arthritis, tetanus, amyloid 
degeneration, tuberculosis, exuberant callus, ankylo- 
sis, and pseudarthrosis. 

Fracture from shrapnel shows the greatest 
tendency to infection, because the wounds from 
this form of projectile are larger, the fragments are 
more apt to lodge in the wound, the orifices are 
larger, and there is more hemorrhagic effusion, 
which is an important factor in suppuration. The 
consolidation of simple transverse or oblique 
fractures occurs in the same time as in civil practice; 
sometimes even sooner because practically all of the 
soldiers are young and robust and bone repair is 
very vigorous. 

Treatment of fractures is conservative in the 
majority of cases and consists essentially in im- 
mobilizing the limb and preventing or limiting in- 
fection. Suture is very rarely indicated in military 
surgery; the suture may become infected by passing 
through a latent focus of infection and become so 
serious as to call for amputation. 

Simple fractures are reduced, preferably under 
anesthesia in fractures of the femur, and fixed with 
splints or plaster. Extension should be applied in 
fractures of the femur, humerus, and forearm. 
The plaster cast is valuable in transportation, but 
it may take too much time to apply it at the front, 
and it may conduce to displacement of the frag- 
ments if the limb is swollen when it is applied and 
later resumes its normal size. It requires great 
care in watching and is difficult to keep clean. 
Some surgeons apply splints at first and wait for the 
reduction of swelling to apply plaster. Examination 
for and extraction of fragments should generally be 
avoided. The author thinks a method similar to 
Hackenbruch’s screws would be valuable in military 
surgery. In infection there should be incision of 
the exit wound, possibly disinfection with hydrogen 
peroxide or tincture of iodine, and drainage. Simple 
incision may be sufficient without removal of frag- 
ments. Drainage should be established, but tam- 


poning has been the source of many infections from 
retention of exudate. 

It should be borne in mind that in fractures there 
may be a fever from fatigue that disappears with 
rest and reduction. 


In infiltration or fever wet 
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compresses should first be tried, and the greatest 
effort made to select the best time for incision. 
The typical primary resection of civil practice is not 
indicated in military surgery. However, if re- 
moval of fragments would leave too large an in- 
fected cavity, especially in the thigh, amputation 
would better be performed at once. If necessary 
arteries may be ligated and nerves sutured. Late 
resection consists in correcting vicious callus and 
removing sequestra. Amputation is practiced in 
about two per cent of the cases and is indicated in 
extreme trauma, excessive destruction of soft parts 
with section of the principal artery and its nerves 
when collateral circulation is not established, very 
extensive comminution, progressive phlegmon, and 
severe osteomyelitis. Fractures of the femur should 
be carefully watched so that amputation will not 
be delayed too long. Secondary amputation, 
especially, is performed under the above-mentioned 
conditions. Primary amputation is practiced after 
the disappearance of shock in cases of extreme de- 
struction and very extensive fracture. 

There may be non-penetrating periarticular 
injuries or the bullet may lodge in the epiphyses or 
more rarely in the joint. A prolonged fever must 
be regarded with suspicion, even if it is moderate 
in degree, for it may indicate a serious change in the 
joint. A fracture of the diaphysis of the femur or 
humerus may have fissures extending to the joint 
causing a hemarthrosis. Treatment is conservative 
in che majority of cases, consisting in dressing with 
tincture of iodine, immobilization with extension, 
and in some cases counterextension. In abscess 
the treatment consists in incision and removal of 
free fragments, sequestra, and foreign bodies. 
Ordinarily, fragments should not be removed for 
some time. Primary extirpation is generally con- 
tra-indicated; it is indicated only in some cases of 
comminution by shrapnel or shells. Primary 
amputation also is indicated only in cases of extreme 
destruction of soft parts or bones, especially in 
destruction of arteries or nerves when there is no 
hope of sufficient collateral circulation, and par- 
ticularly in injuries from bursting shells. Second- 
ary amputation is indicated in septic osteomyelo- 
arthritis, gangrene, and intense atrophy; if amputa- 
tion is delayed until the marasmic period of the 
infection, the patient seldom survives. 

Fractures of the head of the humerus may be 
simply perforating, fissured, or comminuted. 
Treatment consists in immobilization. Resection 
or disarticulation may be rarely indicated. 

Fractures of the diaphysis of the humerus con- 
stitute about one-fifth of the fractures of long bones. 
Complications and treatment are the same as given 
above under fractures in general. 

In fractures of the elbow simple perforation is 
rare. A transverse shot is more injurious than an 
anteroposterior one. Dislocation of a fragment with 
injury of the nerves is frequent. Treatment fre- 
quently ends in ankylosis of the joint, which neces- 
sitates long and careful physical treatment or typical 
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resection. Secondary resection may be indicated 
in stubborn osteo-arthritis or in ankylosis. Total 
resection is apt to give a better result than partial 
resection. 

Besides simple injuries of the forearm, there may 
be in rare cases section of the tendon; suture is 
indicated; frequent complications are lymphangitis 
and thrombophlebitis, in which free incision and 
elevation of the arm is indicated, followed by 
mobilization of the fingers as soon as the infection 
has subsided. Simultaneous injury of the radial, 
ulnar, and interosseous arteries may be followed by 
gangrene. 

In injuries of the wrist-joint there may be simple 
perforation of the capsule, cylindrical perforation 
of the epiphyses of the radius and ulna, with or 
without fissures, or fracture of one of the styloid 
processes. The base of the metacarpals may be 
injured, and these wounds are large and irregular 
with tearing of the tendons. Conservative treat- 
ment is especially indicated here; caution should 
be exercised even in the removal of fragments. 
The hand should be placed in slight dorsal flexion, 
the most favorable position for ankylosis. Amputa- 
tion is very rare. 

Fracture of the coxofemoral joint is very grave 
and often fatal if the acetabulum is injured, favoring 
pelvic infection. The fracture may be intra- or 
extracapsular. The pain is extreme, the danger 
great, and the greatest care is necessary. If there 
is no infection, expectant conservative treatment 
is applied, the joint being perfectly immobilized in a 
plaster cast including the pelvis. Early transporta- 
tion should be avoided if possible. In infection 
free incision should be made with counteropening 
and the extraction of free fragments and sequestra. 
Secondary resection and sometimes disarticulation 
is indicated in necrosis, stubborn infection, and 
extensive fistula. Primary disarticulation for shock 
or hemorrhage is fatal in more than half of the 
cases. Reamputation, or rather disarticulation, 
after amputation of the thigh is fatal in 60 per cent 
of the cases. 

Fractures of the femur constitute about one- 


fourth of the fractures of long bones. The 
mortality is 14 to 17 per cent. Most of the frac- 
tures are comminuted, and the author has seen cases 
where there were as many as 6 or 8 orifices in 
shrapnel wounds. The projectiles are generally 
lodged in the wound and suppuration is the rule. 
Conservative treatment is best in the majority of 
cases. The mortality in amputation is 50 per cent. 

In injuries of the knee, immobilization is the best 
treatment, especially with plaster. Puncture should 
be performed if the effusion is too profuse, and 
arthrotomy with free drainage in case of suppura- 
tion. 

In fractures of the bones of the leg there is sup- 
puration in 8 out of ro cases. The fracture should 
be reduced and immobilized in plaster, followed by 
extension in the hospital with the limb raised; 
fragments should not be removed too soon. 

Injuries of the foot are frequently caused by 
ricocheting bullets, and consequently are often 
infected by fragments of the stockings; four out of 
five of them are complicated by fracture. The 
toes frequently have to be amputated, sometimes 
the entire foot. A. Goss. 


Lemon, F.: X-Rays in War. 
200. 


Arch. Roéntg. Ray, to14, 
By Surg., Gynec. & Obst. 

Lemon has planned a self-contained auto-van 
réntgen apparatus for field work. The 35-h.p. 
engine serves either to run the van or a 150-volt 
dynamo. 

Besides a dark-room and storage for the equip- 
ment, the van carries two 12-inch coil outfits, 
one with Wehnelt and one with mercury break. 
These communicate through side doors with two 
tents 8x12 feet, which, when not in use, roll up under 
the eaves of the van. One side is designed for 
réntgenography and the other for fluoroscopy. 
The van also carries two too-gallon tanks, one for 
petrol and one for water. 

Transportation is provided for a corps of 
twelve—two X-ray surgeons, two assistants, one 
electrical engineer, one mechanic, two photogra- 
phers, four ambulance men. Davip R. Bowen. 


UTERUS 


Tawildaroff, F. N.: Involvement of the Vagina in 
Carcinoma of the Cervix (Die Affektion der 
Vagina bei Portiocarcinom). Verhandl. d. 1. russ. 
Krebskong., St. Petersb., 1914. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


Based on a thorough examination of his 62 cases 
the author comes to the conclusion that in cases of 
cancer of the cervix, subepithelial foci can quite 
frequently be found, especially in the posterior 
wall of the vagina, even when the vagina appears 
macroscopically to be completely normal. Such 
findings are particularly frequent in adenocarcinoma 
of the cervix; therefore the author advises that in 
the operation for carcinoma of the cervix the 
posterior wall of the vagina should always be re- 
moved. Von Horst. 


Kriwski, L. A.: The Operative Treatment of 
Carcinoma of the Cervix (Die operative Behand- 
lung des Portiocarcinoms). Verhandl. d. |. russ. 
Krebskong., St. Petersb., 1914. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


The author always operates by laparotomy, as 
this is the only way in which he can get a satis- 
factory view of the extent of the diseased area. 
He reports 736 cases, of which 109, 18.4 per cent, 
could be operated on. The duration of the disease 
varied from one month to two years; the mortality 
was 13 per cent. The patients were discharged 
on an average after 29 days. In 6.3 per cent of the 
cases glandular metastases could be demonstrated. 
In 27 cases there was recurrence; 11 of the patients 
were normal after 3 years. Nothing further has 
been heard of 56 of the cases operated on. The 
number of permanent recoveries cannot yet be 
determined. Von Hotst. 


Dobbert, F. A.: Immediate Results of Radium 
Treatment of Cancer of the Uterus (Unmittel- 
bare Erfolge der Radiumtherapie bei Uteruskrebs). 
Verhandl. d. 1. russ. Krebskong., St. Petersb., 1914. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 


The author found marked improvement of the 
subjective condition after the use of radium, but 
many times there were complications, such as local 
pain, fever, etc. Radium was used in 15 cases 
with inoperable carcinoma of the uterus: in 8 
cases there was improvement, in 3 no change, and 
4 grew worse. The treatment is not yet ended in 
any of the cases, although radium has been used 
for three or four months. The microscope showed 


that the cancer tissue had disappeared and had been 
replaced by granulation tissue, which contained 
products of disintegration of cancer-cells. 


Radium 


GYNECOLOGY 


302 


can be used in the treatment of cancer in the be- 
ginning stages and in inoperable cases. 
Von Ho 


Kossogljadoff, W. M.: The Immediate Results of 
Radium and R6éntgen Treatment in Inoperable 
Cancer of the Uterus and in Post-Operative 
Recurrence (Die unmittelbaren Ergebnisse der 
Radium- und R6ntgentherapie bei inoperablem 
Uteruskrebs und bei postoperativen Rezidiven). 
Verhandl. d. l. russ. Krebskong., St. Petersb., 1914. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


This work is based on 15 of the author’s own cases. 
He thinks the effect of the rays on cancer tissue is 
relatively elective. Small doses have a stimulating 
effect on cancer tissue, without irritating normal 
tissue, while medium doses have an inhibitory effect 
on the carcinoma and call forth protective ferments 
in the normal tissue. Large doses cause general 
necrobiosis. The practical results of treatment 
with radiant energy are not yet uniform enough; 
this mode of treatment must yet be regarded as in 
the experimental stage and should be used only in 
the hospital. Von Hotsr. 


Cobb, F.: Cancer of the Uterus, with Special 
Reference to the Possibilities of Cure by a 
Radical Abdominal Operation. Boston M. & 
S.J., 1914, clxxi, 731. By Surg., Gynec. & Obst. 


Fourteen years ago the author became interested 
in the Wertheim extended abdominal operation, 
and for the last three years under the selective sys- 
tem of the Massachusetts General Hospital has 
been assigned all operations for cancer of the uterus, 
both of the cervix and of the fundus. During this 
time he has developed some original technique. 
His conclusions are based on a complete analysis 
of the end-results of all the cases of cancer of the 
uterus at the above hospital for the 14 years from 
1900 to 1913 inclusive, 367 in number, of which 70 
were his own personal cases. 

Of the 367 cases of cancer of the uterus, 4 abso- 
lutely refused operation, 57 were considered totally 
inoperable, 173 could have only a palliative opera- 
tion, amputation or curetting and cauterization, 
with or without ligation of the internal iliac arteries. 
There were 17 vaginal and 116 abdominal hysterec- 
tomies. In other words, 270 cases came too late 
for any attempt at a curative operation, an opera- 
bility of only 36.2 per cent. (Fifty per cent of the 
patients coming to Wertheim in Vienna were oper- 
able.) The average duration of symptoms in the 
230 inoperable and palliative cases before the 
patients came to the hospital was about a year, and 
it is doubtless true that cancer of the cervix may be 
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present many months and may even go into the 
inoperable stage with practically no symptoms. 

There were 40 radical Wertheim hysterectomies 
in the hospital series, with an immediate mortality 
of 22 per cent and 50 per cent of cures. In addition 
there were 27 abdominal hysterectomies for cancer 
of the fundus. The immediate mortaility was 
14.8 per cent, and of those in which the operation 
was performed over five years before only 42.8 
per cent were cured. The author has done the 
Wertheim operation for cancer of the cervix 34 
times with an immediate mortality of 5, or 14.3 per 
cent, and 7 abdominal hysterectomies for cancer of 
the fundus with no immediate mortality. Only 
6 of his cases of cancer of the cervix were done 
more than five years ago; of these 5 are alive and 
well and free from recurrence from five to thirteen 
years afterward. The causes of death in the cancer 
of the cervix cases were as follows: One case died 
of peritonitis within forty-eight hours; one in twelve 
hours of shock; one on the tenth day, cause of death 
not determined at autopsy; one in the fifth week, of 
iliac thrombophlebitis; and one in the tenth week, of 
intestinal obstruction. 

The author uses a combined spinal and ether 
anesthesia. He does not believe in curetting and 
cauterizing as a distinct preliminary operation, but 
does it just after giving the spinal injection while 
the patient is being etherized. He frees the ureters 
in their entire course through the pelvis and lifts 
them with tapes. He considers the use of ureteral 
bougies unnecessary and dangerous. After freeing 
the vagina for a long distance from the bladder 
and rectum and lifting the ureters out of the way, 
he applies two Wertheim right-angle clamps and 
cuts between them with an electric cautery. Of 
late he has ligated the internal iliac arteries in the 
majority of his cases and finds that it materially 
reduces the hemorrhage; he is convinced that 
this procedure does not cause any bladder complica- 
tions or necrosis. He drains through the vagina 
with a strip of iodoform gauze, the peritoneal sur- 
faces being sutured over the gauze to form a floor. 
The head of the bed is raised the first week and salt 
solution is given per rectum every five or six hours. 
Urotropine and an inlying catheter are essential. 

C. H. Davis. 


Tichoff, I. I.: The Radical Operation for Cancer 
of the Uterus by Laparotomy (Die Radikal- 
operation des Uteruskrebses per laparotomiam). 
Verhandl. d. 1. russ. Krebskong., St. Petersb., 1914. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 


The limits of the operation for cancer of the 
uterus must be extended in order to operate more 
radically and thereby get a greater percentage of 
permanent recoveries. This is possible (1) by 
bilateral ligation of the uterine and hypogastric 
arteries; (2) by transplantation of the ureters; and 
(3) by isolation of the abdominal cavity from the 
organs of the true pelvis. The ligation of the 
hypogastric artery was unsuccessful in only one of 
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200 operations performed by Tichoff. The im- 
mediate results of the method were as follows: In 
ligation of the uterine artery the mortality was 23 
per cent, in ligation of the hypogastric 16 per cent, 
in transplantation of the ureters 15 per cent. 
Since the time of observation is too short the per- 
manent results cannot be reported. Von Hotsr. 


Zweifel, E.: Permanent Results after Operation 
for Recurrence in Cancer of the Uterus (Dauer- 
erfolge nach Rezidivoperationen bei Uteruscarci- 
nomen). Arch. f. Gyndk., 1914, cli, 411. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 


Zweifel reports 23 cases of operation for recurrence 
in carcinoma of the uterus at the Jena Gynecologi- 
cal Clinic. Among them 20 women were operated 
upon 31 times for recurrences; 30 per cent of the 
cases are still alive after a period of freedom from 
further recurrence averaging seven and a half years. 
On the basis of these relatively favorable results 
Zweifel advises more frequent operation for recur- 
rence, as well as more frequent clinical control of 
patients operated upon for cancer, especially during 
the first two years. BoreELL. 


Allmann: Non-Operative Treatment of Carcinoma 
(Zur nichtoperativen Karzinombehandlung). Strahl- 
entherap., 1914, iv, 625. By Surg., Gynec. & Obst. 


Allmann gives a report of the mesothorium treat- 
ment of carcinoma of the uterus at the St. George 
Hospital, in Hamburg. Large dcses were used, 
150 to 200 mg., applied for 24 hours with intervals 
between the treatments of 2 to 4 weeks. Nickel- 
plated brass was used for filters, and in the beginning 
of the treatment lead filters also, expecially in cases 
where there was much ichorous discharge. The 
ill effects observed were: formation of fistula, 
severe tenesmus, hemorrhage, fever, and nervous 
disturbances. In the intervals between the treat- 
ments arsenic, iodine, and cholin were given. Of 
85 cases treated 15 died; in one case the course of 
the disease was hastened by the irradiation; 15 
or 20 non-operable cases were made operable; 15 
women who had recurrences or who refused opera- 
tion are now capable of working and are free of 
symptoms, A. Goss. 


Marek, R.: Further Experience in the Treatment 
of Myoma of the Uterus (Weitere Erfahrungen 
in der Behandlung der Uterusmyome). HWien. 
klin. Wehnschr., 1914, xxvii, 745. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 


Supravaginal amputation of the myomatous 
uterus is very much to be preferred to total extirpa- 


tion. The latter is only performed in cases of malig- 
nant degeneration, in myomata of the cervix, in 
cases where there are large peritoneal wound sur- 
faces on account of adhesions and where the myoma 
is complicated by tumors of the adnexa. Even 
patients with a very low hemoglobin content are 
operated upon. The idea that myomata are benign 
should be given up, as sarcomatous degeneration 
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of myomata is much more frequent than is generally 
supposed. 

Because of the very good results obtained in the 
operative treatment of myomata of the uterus 
réntgen rays are used comparatively rarely for this 
condition. Of 16 patients treated by irradiation, 
9 were cured, 4 improved, and 3 not improved. 
Roéntgen rays are used only on patients who are 
afraid of the knife and in cases where operation is 
contra-indicated. The time has not yet come for 
réntgen treatment to be substituted for operative 
treatment of myoma of the uterus. G. Hiescu. 


Gordon, O. A.: Histogenesis of Myosarcoma, with 
Report of Four Cases. Bull. Woman’s Tlosp., 
N. 1, 10: By Surg., Gynec. & Obst. 

The author reports four cases of myosarcoma 
uteri which occurred in the Woman’s Hospital 
during a period of less than two years. In none of 
the reported cases was the presence of any malig- 
nant condition noted before operation. The cases 
went to the operating-table as myomata uteri and 
the diagnoses were brought to light as a part of the 
routine examination of all operative tissues. 

The following case is typical. A woman, aged 
32, was admitted to the hospital with the following 
history: Menses regular since 13, with the exception 
of the past year; had two children, 10 and 11 years 
of age, both of whom were normally delivered; had 
suffered from an increasing menorrhagia for the past 
year, and for two months past had had a profuse 
vaginal discharge, yellow and watery without odor, 
and most profuse a few days before menstruation. 
Physical examination showed a symmetrical tumor 
in the hypogastrium, extending about a hand’s 
breadth above the pubes. By manual examination 
the uterus was found to be enlarged, hard, irregular, 
and freely movable. A supervaginal hysterectomy 
was performed. On examination the uterus showed 
the following pathology: It was a balloon-shaped 
body of 13 cm. diameter, the shape being due to a 
large polypoid body 8 cm. long by 3 cm. wide, 
which arose from the side wall and appeared to be 
a highly wdematous polypoid myoma. A submucous 
myoma 3 cm. in diameter was found in the fundus. 
The polypoid myoma showed a hemorrhagic infil- 
tration of the lower portion of about 2 cm. in width. 
There was an area of hypostatic softening on the 
tip. Microscopical examination showed that the 
polyp consisted of highly oedematous muscular 
tissue. The edge of the polyp showed a macro- 
scopically visible mass of dark-stained cells. These 
had no distinct outline toward the cedematous 
musculature; they were very numerous and were 
shaped like short spindles. There was a slight 
optical unrest in that portion. The diagnosis was 
myosarcoma in myomata polyposa. 

In one other case the tumor was found to be in- 
tramural. 

The author discusses the histogenesis, giving the 
prevailing theory of Virchow, Ribbert, Conheim 
and Meyer. The weight of opinion seems to be 
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with Conheim and Meyer in the theory that sar- 
coma cells do not arise from mature muscle-cells, 
but from intermediate embryonal, undifferentiated 
cells. Epwarp L. Corne Lt. 


Hellmuth: Influence of Menstruation on Hzemol- 
ysis of Vaginal Bacteria (Ubt die Menstruation 
einen Einfluss auf die Himolyse der Scheidenkeime 
aus). Monatschr. f. Geburtsh. u. Gynék., 1914, xl, 
580. By Surg., Gynec. & Obst. 

Some authors hold that hemolysis is a specific 
characteristic of certain very virulent strains of 
streptococci. Others contend that it is only an 
accidental characteristic dependent on the blood 
content of the nutrient medium. If the latter 
assumption were true, hemolysis would develop in 
ordinary streptococci during profuse menstruation 
or metrorrhagia. 

Hellmuth describes in detail a series of experi- 
ments undertaken to show whether hemolysis does 
develop in vaginal bacteria during menstruation. 
He found that it did not; even in two cases where 
metrorrhagia had persisted for weeks hemolytic 
bacteria could not be demonstrated. In the three 
cases in which hemolytic bacteria were found he 
thinks that they did not develop during menstrua- 
tion from non-hemolytic ones, but reached the 
vagina through invasion or inoculation. He does 
not feel that he has proved that hemolysis could not 
develop under long-continued hemorrhage, as for 
example in myoma but he thinks his experiments 
are sufficient to prove that hemolysis is not merely 
a result of the blood content of the nutrient medium 
of the bacteria. A. Goss. 


Zekete, A.: Value of Bossi’s Operation in Dysmen- 
orrhoea and Sterility (Sul valore dell’operazione 
Bossi nei casi di dismenorrea e di sterilita). Policlin., 
Roma, 1914, xxi, sez. pract., 1358. 

By Surg., Gynec. & Obst. 

Zekete lauds the fine results obtained by system- 
atic mechanical dilatation in cases of stenosis, 
deformity, or obstruction from any cause of the 
lumen of the cervix. In 18 cases the women had 
never conceived and menstruation was more or less 
painful. In six of the cases the mucosa showed 
signs of chronic inflammation or hypertrophy. 
The mucosa was curetted and touched with tincture 
of icdine and the intracervical stem pessary in- 
troduced and held in place by gauze packing which 
was changed each day, care being taken each time 
to see that the instrument was in place. The 
patient remained in bed for eight days and continued 
to wear the endo-uterine pessary for twenty days 
in all. It was removed and cleansed two or three 
times and never caused the least disturbance. 

In the 20 cases treated for dysmenorrhoea, com- 
plete success was realized in 16, the cervix becom- 
ing of normal size and shape and no longer op- 
posing any obstacle to the menstrual flow, and in 
the others the formerly extreme dysmenorrhcea has 
been very muchimproved. This systematic method 
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of treatment corrects infantile conditions and ante- 
flexion, or both. In some cases the dysmenorrhoea 
did not develop until after marriage. A. Goss. 


Kosmak, G. W.: Effects on Subsequent Labors of 
Operations for Uterine Displacements. NV. Y. 
St. J. Med., 1914, xiv, 489. 
By Surg., Gynec. & Obst. 
The two great divisions into which cases may 
be divided which demand operative relief for mal- 
positions of the uterus are retroversion and prociden- 
tia. Kosmak refers to cases in which the Kelly 
suspension operation or the Gilliam operation has 
been done, in some of which difficulty in labor was 
experienced in that the position of the uterus made 
it hard for the head to engage; after that occurred 
labor proceeded normally. After ventrofixation, 
cesarian section was necessary in several cases. 
Attention is called to the fact that many opera- 
tors perform the so-called interposition operation 
in women who may still bear children, and in sev- 
eral such cases cesarian section was necessary, 
the incision passing through the posterior wall of the 
uterus. The author has observed that operative 
labors are frequent after ventro- and vaginofixation 
and that dystocia occurs even after ventral sus- 
pension has been performed, because the character 
of the operation, infection, etc., really produce 
fixation. Kosmak favors round ligament plications. 
It may be stated in reviewing this paper that the 
old-style Kelly suspension should be done with the 
sewing of the anterior wall of the uterus to the peri- 
toneum of the anterior abdominal wall, which new 
situation obviates many of the annoying features 
resulting from the old method, in which the poste- 
rior surface of the uterus was attached to the ante- 
rior abdominal wall. The author is none too severe 
in his criticism that the interposition operation 
should never be done without preventing future 
pregnancy. In any woman who still wishes to 
have children, sewing the anterior wall of the 
uterus to the anterior wall of the vagina endangers 
the patient’s life if pregnancy occurs. Emphasis 
must be placed on the fact that whenever this opera- 
tion is performed, there should be resection of a 
certain area of the tubes, or, the tubes should be 
cut at the uterine cornua and the interstitial por- 
tion of the tubes buried beneath the peritoneum. 
This paper gives a thorough, rational analysis 
of the effect on subsequent labors of operations for 
uterine displacements. It is viewed from the stand- 
point of the obstetrician into whose hands these cases 
usually fall, and who is, therefore, fitted to express 
a practical opinion decisively. S. W. BANDLER. 


Souther, C. T.: The Watkins-Wertheim-Diihrssen 
Operation vs. Other Methods in the Treatment 

of Uterine Prolapse. Lancet-Clin., 1914, cxii, 582. 

. By Surg., Gynec. & Obst. 


The author gives the following indications and 
contra-indications for the Watkins operation: 
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1. The patient should be past the menopause or it 
should be agreed that a future pregnancy should be 
made impossible by proper treatment of the tubes. 

2. A degree of cystocele to the extent of bulging 
from the vagina should be present. 

3. The uterus should present some degree of pro- 
lapse. 

4. Any degree of prolapse of the uterus up to and 
including complete procidentia. 

5. Certain types of retroversion with cystocele 
and descensus in patients at or past the menopause. 

The contra-indications are: 

1. An operator should be capable of handling any 
emergency in vaginal work and should be thoroughly 
familiar with practical details of a vaginal hysterec- 
tomy before attempting this operation. 

2. Complicating fibroids are best dealt with 
through the abdominal route. 

3. Ovarian tumors and tubal complications 
should be dealt with through the abdomen; yet 
Diihrssen, Wertheim, and others have removed 
large ovarian cysts and intraligamentous cysts 
by anterior vaginal coeliotomy. 

4. When the condition of the cervix is suggestive 
of cancer the operation can very easily be converted 
into a hysterectomy. 

Neither ventral fixation nor hysterectomy will 
cure uterine prolapse. However, a properly per- 
formed Watkins’ operation will cure when supple- 
mented by a properly performed perineorrhaphy. 
Two points with reference to perineorrhaphy must 
be borne in mind: (1) There must be a coaptation 
of the levator muscles; and (2) the posterior vaginal 
wall must not be shortened; i.e., the crown stitch 
must not be used. A flap of the posterior wall can 
be removed in most cases, but a puckering crown 
stitch should not be put in. The vaginal wall is 
narrowed laterally, thus leaving the posterior vag- 
inal wall as long as possible to prevent pressure 
bringing the cervix forward. Epwarp L. Corne cv. 


Gardner, W. S.: Round Ligament Suspension of 
the Uterus. J. Alumni Ass. Coll. Phys. & Surg., 
1914, xvii, 71. By Surg., Gynec. & Obst. 


The author’s paper is based upon the report of 
62 cases of retrodisplacement of the uterus that have 
been treated by round ligament suspension, a part 
of them after the method of Gilliam. Of these pa- 
tients 47 were relieved of their symptoms; in six 
cases the uterus remained in position but the symp- 
toms were not relieved; in seven cases there was 
marked improvement, but not entire relief. In all 
the cases that were followed and examined, the 
uterus was found to be still in good position. The 
author thinks the pessary is useful in cases of ac- 
quired retrodisplacements of recent occurrence; 
when of long standing, however, he finds the pessary 
is of very little value, and in retrodisplacement in 
nullipare almost useless. Gardner follows the 
Gilliam technique, or a modification, whereby the 
round ligament is pulled up through the inguinal 
canal. S. W. BANDLER. 
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Sternberg, H.: The Isthmus of the Uterus od 
Frage des Isthmus uteri). Beitr. 2. Geburtsh. 
Gynak., 1914, Xix, 342. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 


When Aschoff in 1908 showed that the uterus 
consisted of three segments he pointed out that the 
existence of the isthmus could be demonstrated 
only by microscopical examination. This three- 
fold division of the uterus is now denied by Biittner 
and Graesel, while it has been confirmed by Hegar, 
Ogata, Pankow, and Eva Moritz. Sternberg ex- 
amined 41 uteri microscopically, 33 of them non- 
pregnant and 8 of them pregnant, and could demon- 
strate an isthmus according to Aschoff’s definition 
in all of them 

According to the authors, Biittner’s contention that 
the epithelium in the body is like that in the ismthus 
is due to the fact that he overstained his sections 
with concentrated mucicarmin solution, so that not 
only the protoplasm of the epithelial cells in the 
isthmus but also that in the body seemed to be 
colored red. The isthmus is a transition segment 
between the cervix and the body of the uterus, with 
a characteristic superficial epithelium. Each physi- 
cian can decide for himself whether this superficial 
epithelium of the isthmus is to be compared mor- 
phologically more with that of the body or function- 
ally more with that of the cervix. KLEIN. 


ADNEXAL AND PERIUTERINE CONDITIONS 


Aschner, B.: Morphology and Function of the 
Ovary under Normal and Pathological Con- 
ditions (Uber Morphologie und Funktion des 
Ovariums unter normalen und _pathologischen 
Verhiltnissen). Arch. f. Gyndk., 1914, cii, 446. 

By Zentralbl. f. d. ges. Gynak. u. Geburtsh. s. d. Grenzgeb. 


The morphology of the so-called interstitial gland 
of the ovary is discussed. There has been an in- 
creasing tendency recently to hold this gland re- 
sponsible for the internal secretory action of the 
ovary. From his own numerous experiments on the 
most varied species of animals, the author tries 
to settle the much disputed question of the inter- 
stitial ovarian gland. From the detailed histological 
examination of the ovaries of his animals at all ages 
he finds that the interstitial ovarian gland is most 
pronounced in rodents, insectivora, chiroptera, 
and animals of prey in their early youth. It is 
developed from the atresic ovum follicles of the 
theca interna. With the appearance of the first 
corpus luteum the interstitial ovarian gland of 
these animals decreases, so that there seems to be a 
certain reciprocity between the corpus luteum and 
the interstitial ovarian gland. Good develop- 
ment of the interstitial glands in these animals is 
closely connected with their fertility. 

In animals which bear many young at the same 
time there is a highly organized ovarian gland at 
the age of sexual maturity in contrast with the 
condition in man and in animals only bearing one 
or two young at a time, such as hoofed animals 
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and monkeys. In the latter the interstitial ovarian 
gland is in a rudimentary condition, and with the 
appearance of the first corpus luteum of menstrua- 
tion disappears completely. 

By the aid of Abderhalden’s reaction, Aschner 
tries to show the dependence of various clinical 
conditions and diseases on the ovary, and the dys- 
function of the ovary in such conditions. In 
normal menstruation and normal pregnancy there 
is no katabolism of ovarian and corpus luteum sub- 
stance, but in individual cases of toxicoses of preg- 
nancy and atypical cases of menstrual or inter- 
menstrual hemorrhage there is. Also in ovarian 
hemorrhages, whether during puberty or the 
climacteric, ovarian substance is katabolized in the 
majority of cases, and this shows dysfunction of 
the ovary. As to the relation between chlorosis 
and ovarian activity, Abderhalden’s reaction is 
positive in many cases, especially in thoses cases of 
chlorosis that are accompanied by menstrual dis- 
turbances. This again shows dysfunction of the 
ovary and indicates that the ovary is one of the 
etiological factors in the production of chlorosis. 
In addition there is a marked dysfunction of the 
spleen in chlorosis, as is shown by the fact that 
splenic tissue is katabolized in the majority of 
cases. Therefore, in the treatment of chlorosis, 
in addition to iron, spleen tablets should be used. 
The etiological connection between ovarian secre- 
tion and myoma, which has heretofore been as- 
sumed, is supported by the positive outcome of the 
Abderhalden reaction. In the amenorrhoea of the 
menopause, in contrast with ovarian hemorrhage, 
the Abderhalden reaction was negative. Here it is 
a question of hypo- or afunction of the ovary. 
Therefore in the treatment of the symptoms of the 
menopause the use of ovarian tablets is justified. 
In a series of other diseases the ovary is regarded 
in some as a causative factor, and in others as an 
organ that is injured secondarily. BorELL. 


Bonn, H. K.: An Uncommon Anomaly of the Left 
Ovarian Artery and Vein. Urol. & Cutan. Rev., 
1914, xviii, 584. By Surg., Gynec. & Obst. 


The anomaly of the left ovarian artery and vein 
described was discovered by Bonn in the course of a 
dissection of the left kidney. 

Bonn states that in his subject the left renal artery 
proper sprang from the aorta at the usual site and 
entered the kidney at a central hilum. One and one- 
quarter inches below the origin of the left renal 
artery an anomalous artery only slightly smaller 
in caliber than the oridnary lead-pencil was given 
off from the aorta and entered the lower pole of the 
kidney. This anomalous renal artery divided into 
two branches just before entering the kidney, and 
was two and one-quarter inches in length. 

The left ovarian artery was given off by this 
anomalous renal artery one and one-quarter inches 
from its point of origin. The left renal vein was 
formed by the union of a vein coming from the lower 
pole of the kidney at the site of entrance of the 
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anomalous renal artery, with the left ovarian 
vein at a point posterior to and to the right of the 
origin of the left ovarian artery. This vein con- 
tinued to the right and joined the renal vein proper 
at the left border of the aorta. The veins to the 
central hilum and the lower pole of the kidney lay 
posterior to both the anomalous renal and the ova- 
rian arteries. 

A possible unusual origin of the right ovarian 
artery was also found in the same cadaver. An 
extensive search of the abdominal aorta below the 
origin of the renal arteries failed to disclose any 
vessel which could possibly be the right ovarian 
artery, but a vessel which faced downward toward 
the pelvis was given off by the aorta in the interval 
between the origins of the coeliac axis and the supe- 
rior mesenteric. This vessel had been torn off at 
practically its point of origin; therefore the author’s 
assumption that this vessel was the right ovarian 
artery is admitted by him to be open to question. 

English and German anatomies mention only a 
few cases of anomalous origin of the ovarian vessels. 


Grad, H.: Carcinoma in the Wall of a Large 


Hydrosalpinx Implanted from a Primary Car- 
Bull. Woman's 


cinoma of the Peritoneum. 
Hosp., N. Y., 1914, i, 24. \ 
By Surg., Gynec. & Obst. 

A case of carcinoma in the wall of a large hydro- 
salpinx is reported in a woman 55 years of age who 
had been married 31 years. She had one child the 
first year of her marriage and had had no mis- 
carriages. She had been perfectly well until two 
months before operation, at which time she noted 
a slight vaginal discharge of a watery nature. At 
the same time she developed an abdominal pain 
on the right side, which was of a mild character, 
becoming quite severe at times. The patient pre- 
sented a good general appearance, with no anemia 
and no loss of weight. She slept well, had a good 
appetite, but felt constantly fatigued. On exam- 
ination there was pain on pressure immediately 
above the symphysis pubis and in both groins. 

Bimanual examination revealed several nodular 
masses in the pelvis. They were firm and somewhat 
tender to touch. The uterus could not be clearly 
outlined and the nodular masses seemed to be con- 
nected with it. The cervix contained a small poly- 
pus. On rectal examination the same nodular 
masses were plainly palpable and more tender. 
A diagnosis of fibroids of the uterus was made. 

At operation peritoneal adhesions were encoun- 
tered. After breaking up the bowel adhesions, two 
large distended fallopian tubes came into view. 
The right tube was larger—6 in. in length—and 
the fimbriated end was firmly adherent to the poste- 
rior wall of the uterus. The appendix was adherent 
to the tube. The adhesions to the left tube were 
firmer. The uterus was small and atrophied. A 
double salpingo-oéphorectomy was done, also ap- 
pendectomy. The cervix was amputated because 
of the existing polyp. 
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On examination the tube was congested and 
showed a round-cell infiltration. The wall was in- 
vaded by irregular branching villi and nests of cells. 
A diagnosis of carcinoma of the tube was made. 
Six months after operation the patient again pre- 
sented herself, at which time there was ascites and 
the abdomen was distended. The abdomen was 
again opened and the peritoneal cavity was found 
to be studded with small tumorous masses, some of 
which were as large as a hen’s egg while others were 
as small as a millet seed. The pelvis was full of 
nodular masses, but the small, atrophied uterus 
was perfectly normal. These nodules were found 
to be cancerous. The patient made a prompt 
recovery from the operation but died four months 
later from carcinomatosis of the peritoneum. 

Epwarpb L. CoRNELL. 


EXTERNAL GENITALIA 


Primary Carcinoma of the Vulva 


Rittershaus: 
Deutsche 


(Uber das primiire Carcinom der Vulva). 
Zischr. f. Chir., 1914, cxxvili, 426. 
By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 
Three cases of primary carcinoma of the vulva 
are reported, all three with metastases in the inguinal 
region, the third with advanced general cachexia. 
In the first two cases the tumor was extirpated, 
together with the glandular metastases, with good 
immediate results. The first case came back after 
ten months with a small recurrence, while there has 
been no report of the late result in the other. Car- 
cinoma of the vulva generally attacks women who 
are past 60 and it is on the whole not very frequent. 
Counting the author’s cases about 270 cases have 
thus far been reported. The treatment consists 
in extensive early operation, the inguinal glands also 
being removed whether metastases can be felt in 
them or not. RUGE. 


MISCELLANEOUS 


Kupferberg, H.: Réntgen, Radium, and Meso- 
thorium Rays in Gynecology (Réntgen-, Ra- 
dium-, und Mesothoriumstrahlen im Dienst der 
Gyniikologie). Fortschr. d. Med., 1914, xxxii, 145. 

By Surg., Gynec. & Obst. 

The author succeeded in curing, within the course 
of two or three months, all myomata treated, with 2 
to ro series of treatments, varying according to the 
age of the patient from 30 to 100 X. 

Myomata in young women should be excluded 
from this treatment, as should submucous and sub- 
serous myomata, those with pedicles, those with an 
ichorous discharge, and those showing evidence of 
malignant degeneration. R6éntgen treatment is 
also to be preferred absolutely to every form of 
operative procedure in metropathies and dysmenor- 
rhoea, and for artificial sterilization, because it is 
absolutely without danger and does not produce the 
unpleasant by-effects of operation. Wertheim and 
Latzka have held that it was contra-indicated in 


carcinomata of the body and cervix of the uterus, 
but the author thinks their experiments were not 
thorough enough and their conclusions not well 
founded. In contrast with their results are the 
brilliant ones obtained by Krénig, Gauss, Déderlein, 
and Bumm. 

The unfavorable cases for radium treatment are 
the abdominal carcinomata with distant metastases 
and recurrences after apparent radium cure; all 
inoperable carcinomata that are not too far ad- 
vanced are favorable. Radium treatment gives 
at least as good results as operation, is absolutely 
without danger, and gives great hopes for the future. 

A. Goss. 


Wolffenstein, W.: Frequency and Prognosis of 
Gonorrheea of the Rectum in Vulvovaginitis 
in Childhood; the Curability of Vulvovaginitis 
(Uber die Hiufigkeit und Prognose der Rectal- 
gonorrhée bei der kindlichen Vulvovaginitis; die 
Heilbarkeit der Vulvovaginitis). Arch. f. Dermat. 
u. Syph., 1914, CXX, 177. 

By Zentralbl. ‘hd. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

In contrast with other authors Wolffenstein found 
14 cases of gonorrhoea of the rectum in 26 cases of 
gonorthoeal vulvovaginitis, a percentage of 54. It 
was treated, like gonorrhoeal affections of other 
mucous membranes, with silver salts. He found 
that the rectal gonorrhoea was at least as stubborn 
as that of the vulva and vagina. The gonococci 
disappeared after 7 to 260 days of treatment, the 
average length of time being 61 days. Gonorrhceal 
vulvovaginitis was under treatment 28 days to 

9 months. Endocarditis occurred as a complica- 

tion once, but there were no joint complications. 

Of the 26 cases of gonorrhceal vulvovaginitis 20 

were examined later and 18 were found well; of the 

14 cases of rectal gonorrhoea, 9 were examined later 

and all of them found well. GruNBAUM. 


Schneider, N. N.: Effect of Removal of Sexual 
Glands and Thyroid on the Gas and Nitrogen 
Metabolism in Females (Zur Frage iiber den 
Einfluss der Entfernung der Geschlechtsdriisen und 
der Schilddriise auf den Gas- und Stickstoffwechsel 
bei Weibchen). Dissertation, St. Petersb., 1914. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

Schneider’s work may be regarded as a supplement 
to Rovinsky’s work, but differs from it in that the 
author’s experiments were performed on female 
rabbits and dogs, and the metabolism was deter- 
mined partly in  well-nourished animals. The 


INTERNATIONAL ABSTRACT OF SURGERY 


author found, in agreement with Rovinsky and 
other authors, that thyroidectomy in female ani- 
mals produces an increase in weight, a decrease in 
gaseous exchange, and decreased albumin catabo- 
lism with a simultaneous increase in the deposition 
of albumin in the body. The castration of a female 
dog caused an increase in weight and a decrease in 
nitrogen excretion, while gaseous exchange was not 
uniform. An animal that had had the thyroid 
removed was castrated before the cachexia resulting 
from deprivation of the thyroid had begun. The 
castration led to changes in metabolism similar to 
those resulting from castration of an animal with 
an intact thyroid. 

Thyroidectomy in a castrated animal causes the 
usual changes: increase in weight, decreased ca- 
tabolism of nitrogen, reduction of oxygen intake and 
carbonic acid excretion. The thyroid, like the 
ovaries, is an organ of internal secretion which 
plays an important part in albumin metabolism. 

STROMBERG. 


Figueroa, S.: An Unusual Laceration of the Female 
Urethra. Surg., Gynec. & Obst., 1914, xix, 674. 
By Surg., Gynec. & Obst. 


The patient, a woman of Maya Indian descent, 
47 years old, had complained of urinary inconti- 
nence ever since an abortion twelve years previous. 

Upon examination the mucosa of the vestibule 
appeared inflamed, the clitoris was easily located, 
but the urethral opening was absent. Close inspec- 
tion disclosed a thick conical projection of mucous 
membrane of about an inch in length hanging down 
from the distal portion of the anterior vaginal wall, 
with which it was connected by a broad base; at 
about the upper third of the posterior face of this 
projection the vaginal tubercle could be seen; on 
its anterior face there was a shallow groove running 
from its tip to its base; at the anatomical position 
of the urethra was the anterior end of a second 
groove, shallower than the one described, with which 
it met, forming an angle occupied by a urethral 
caruncle, around which the urine could be seen 
flowing out continuously. It was evident that the 
two grooves represented the halves of the longi- 
tudinally torn urethra, which was torn during the 
abortion of a 5-months’ foetus manually extracted 
by a midwife. 

In all probability the urethra in a state of dila- 
tation was caught and torn by the midwife’s fingers. 
A plastic operation was performed. 


I 
i 
b 


PREGNANCY AND ITS COMPLICATIONS 


Hausmann, T.: Results of Methodical Palpation 
of the Ileoczcal Region, with Special Refer- 
ence to Ectopic Tubes (Ergebnisse der method- 
ischen Palpation der Ileocécalgegend mit besonderer 
Beriicksichtigung der ektopischen Eileiter). AMonat- 
schr. f. Geburtsh. u. Gynék., 1914, XXxix, 772. 

By Zentralbl. f. d. ges. Gynak. u. Geburtsh. s. d. Grenzgeb. 


The author discusses his method of topographical 
deep palpation which makes it possible in a great 
majority of cases to palpate the appendix. He 
speaks of various factors in the differential diagnosis 
between appendicitis, diseases of the right urinary 
tract, and tubal catarrh, and thinks that sensitive- 
ness of the different segments of the right psoas is 
significant. He considers especially the so-called 
ectopic fallopian tube, which may be in a perfectly 
normal condition but may be displaced into the 
right iliac fossa, and so be confused with the appen- 
dix. Methodical palpation and support of the 
genitals will guard against such a mistaken diagno- 
sis. He discusses several cases in point, for details 
of which the reader is referred to the original. 

Markus. 


Stokes, M. B.: Czesarean Section in the Treatment 
of Eclampsia. Texas St. J. Med., 1914, x, 268. 
By Surg., Gynec. & Obst. 
Stokes compares the methods of treatment in 
eclampsia and describes three cases of primipara 
with marked urinary symptoms upon whom he per- 
formed caesarean section, the two mothers and all 
three children surviving. He makes a plea for 
the further use of the method in eclampsia of pri- 
mipare when there is a rigid cervix, or in multipara 
who have sclerous cervixes, whether there is any 
obstetric indication or not. In conclusion, he 
states that up to the eighth month the vaginal 
route is the operation of choice, but that after that 
time the technical difficulties are so increased that 
abdominal section is to be preferred, and the best 
results will be obtained if the operation is performed 
before the patient has undergone an eclamptic 
convulsion. L. K. P. Farrar. 


Crosthwait, W. L.: Caesarean Section, an Opera- 
tion of Choice in Borderline Cases. Texas 

St. J. Med., 1914, x, 265. 
By Surg., Gynec. & Obst. 


The author contrasts the merits of caesarean 
section with alternative procedures in so-called 
borderline cases and the favorable results obtained 
in five cases operated upon by him; viz., recovery 
of five mothers and four infants, the fourth infant 
being non-viable at the time of operation. The 
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recognized indications for casarean section are as 
follows: 

1. When the conjugate diameter is less than 
8 cm. 

2. The presence of neoplasms, malignant disease 
of the cervix, double vagina, atresia, or following 
ventral suspension. 

3. Tonic contraction of the uterus in tedious 
labor. 

Placenta pravia. 

Eclampsia. 

Impacted face or shoulder. 
Prolapse of the umbilical cord. 
Heart lesions. 

9. Marked disproportion between the size of the 
pelvis and the foetal head. 

The following are classed as borderline cases: 

1. Primipara, when the pelvis is less than the 
normal size, or when there is an abnormality in the 
size or position of the foetus, and if the patient is 
thirty or more years of age, as the foetus in such 
cases is apt to be large and well developed. 

2. Multipara, when there is a history of instru- 
mental or difficult labors, especially the latter. It 
several years have elapsed since the last confine- 
ment and the foetal head is large. 

3. All cases of placenta praevia. 

4. Eclampsia, especially in primipare with 
rigid cervixes, or in multipare with histories of 
difficult labors, and in all cases of apparently small 
pelves. 

5. Heart complications with marked valvular 
lesions or arteriosclerosis with high blood-pressure, 
when the indications point to a tedious labor. 

Great stress is laid on the importance of careful 
measurement of the pelvis in all primipare, and 
the securing of an accurate history and measure- 
ment of the pelvis in multipare who have had 
previous abnormal labors. All positive cases 
for cesarean section may thus be discovered before 
labor, and all borderline cases may be recognized 
in time to give cesarean section the preference over 
other methods of delivery. L. K. P. Farrar. 


Credé-Hérder: Tuberculosis and Pregnancy 
(Tuberkulose und Schwangerschaft). XJ Internat. 
Tuberkul.- Konf., Berl., 1913, p. 372. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


Pregnancy in women with pulmonary tuberculosis 
may cause open tuberculosis, but in normal women 
pregnancy causes no predisposition to tuberculosis. 
Tuberculous women suffer more during pregnancy 
than normal ones because of (1) insufficient aération 
of the lungs; (2) defective nutrition in poorly 
nourished women; (3) insufficient blood supply; 
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(4) and the weakening of the protective substances 
of the body. 

Two stages of tuberculosis must be sharply 
distinguished as follows: 

1. The first stage is marked by infiltration of the 
apices of the lungs, and of the parenchyma of the 
lungs, and by catarrh of the apices of the lungs. 
(a) In well-nourished tuberculous women pregnancy 
has no effect and there is no indication for abortion. 
The woman should be examined at intervals of a 
month by an internist, should be given sanitarium 
treatment, should be given great care during labor 
and the puerperium, and she should not be allowed 
to nurse the child. If the tuberculosis continues to 
progress after delivery, tubal sterilization should be 
performed. At any rate sanitarium treatment should 
be given for a year after delivery. (b) Poorly nour- 
ished tuberculous women may become slightly worse 
during pregnancy, labor is apt to be very difficult for 
them, and they are apt to have a febrile puerperium. 
If the pregnancy is only of a few weeks’ duration, 
abortion is indicated; if it is of months’ duration it 
should be allowed to continue. The patient should 
be under the constant care of an internist, nursing 
should be absolutely forbidden, and further con- 
ception should be prevented. 

2. The second stage is marked by caverns, in- 
farcts, hemoptysis, and infiltration of the entire lobes. 
In this stage pregnancy is dangerous. In spite 
of this fact, treatment should be as above in 1 (b). 
If there is a vital indication, abortion may be 
performed. This must be decided in each case. 
In borderline cases abortion must often be per- 
formed, but many times it can be allowed to con- 
tinue. In all cases an internist should be consulted 
and his opinion secured in writing. 

The author urges that a central institution for 
caring for tuberculous pregnant women be estab- 
lished in Berlin, as it is desirable that the operation 
for sterilization be performed in a sanitarium. 
Limitation of procreation by persons with severe 
tuberculosis is desirable in the interests of society. 

GRAEUPNER. 


Zuloaga, P.: Suprarenal Insufficiency in Preg- 
nancy (De l’insufficance surrénale dans la gross- 
esse). Arch. mens. d’obstét. et de gynéc., 1914, iii, 
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The author is inclined to think that the cause of 
many cases of sudden death during pregnancy, 
labor, and the puerperium is a defective functioning 
of the suprarenal glands, and recommends that in 
women with severe vomiting of pregnancy symp- 
toms of this condition should be looked for. Where 
such an insufficiency is found, or even suspected, 
he recommends organotherapy with fresh supra- 
renal substance, beginning with 1.5 to 2 gm. and 
advancing to 5 gm. per dose, or a tablet of as much 
as 30 cg. three times per day; or he gives adrenalin 
solution 1:1,000, five drops every twelve hours, 
gradually increasing to eight or ten drops per dose. 
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In very urgent cases he prefers subcutaneous in- 
fusion of salt solution containing 1 ccm. of adrenalin 
solution to one-fourth of a liter of salt solution. 
Pregnancy should be interrupted only when this 
treatment fails. Such cases need to be watched 
carefully, even after the emptying of the uterus, 
in order to prevent complications. Later con- 
ception should be prevented in women who have 
shown severe disturbance in the function of the 
suprarenals during pregnancy. Vorct. 


McAllister, V. J.: The Kidneys and Heart in 
Pregnancy, with Special Reference to the 
Blood-Pressure Changes. Med. Press & Circ., 
1914, xcvili, 536. By Surg., Gynec. & Obst. 

Uncomplicated valvular lesions are not particular- 
ly serious. Successive pregnancies are well borne 
provided they are separated by an interval of sev- 
eral years. 

The gravest cardiac lesions are those in which 
the musculature is involved. To recognize and 
properly appreciate these changes, experience and 
careful observation with functional tests are re- 
quired. 

Combined cardiac and renal lesions complicating 
pregnancy are extremely serious. In these cases a 
study of the blood-pressure is important, as the 
work of the heart is greatly increased when the 
blood-pressure is markedly elevated. 

The acute kidney of pregnancy is not usually 
associated with much increase in pressure, and it 
rapidly responds to treatment. Its effect is only 
transitory. 

In the chronic form the blood-pressure is marked- 
ly and progressively increased and usually resists 
treatment. In some cases the elevation is com- 
pensatory. 

The author feels that a moderately high pressure 
accompanied by other signs and symptoms of the 
chronic kidney of pregnancy is favorable and ren- 
ders the onset of eclampsia more remote. 

A. C. BEcK. 


Bondy, O.: Pernicious Vomiting of Pregnancy 
(Zur Lehre von der Hyperemesis gravidarum). 
Monatschr. f. Geburish. u. Gyndk., 1914, XXXixX, 751. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


Bondy discusses three cases of severe vomiting 
of pregnancy, which were of special interest among 
21 that occurred in 10,000 deliveries at the Breslau 
gynecological clinic. In the first two cases abortion 
was performed, notwithstanding which both pa- 
tients died, the first after 11 days with symptoms 
of uremia, the second without the abortion having 
taken place, although the membranes had ruptured 
two days before; the pregnancy was in the third to 
fourth month. The post-mortem findings in both 
cases are described by Heinrichsdorff. In the first 
case there was acute embolic nephritis and septic 
endometritis. The second case showed acute yellow 
atrophy of the liver. The third case was treated 
with the serum of a pregnant woman and recovered. 
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Bondy thinks that perhaps in the second case he 
waited too long to perform the abortion. He dis- 
cusses the etiology and believes that it is a toxicosis 
on which psychic influences may have a specially 
harmful effect. He does not agree with Heinrichs- 
dorff that the post-mortem findings argue against 
a toxicosis, but he does not regard the findings as 
a proof of such a toxicosis. Rorue. 


Le Loirier, V.: Medical Treatment of Pernicious 
Vomiting of Pregnancy Based on the Most 
Recent Experience (Le traitement médical des 
vomissements graves de la gestation d’aprés les 
données les plus récentes). Clinique, Par., 1913, 
Vili, 631. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 

Pernicious vomiting develops on a neuropathic 

basis, and is a sort of placental toxemia in which the 
excretion of toxins and the formation of antibodies 
is insufficient and this is supplemented by in- 
sufficient emptying of the intestine. As a conse- 
quence of the vomiting marked inanition appears, 
and there is great loss of water and acidosis of the 
body. The patient must first be isolated and re- 
moved from her ordinary surroundings, then thestom- 
ach placed absolutely at rest; the intestines should 
be emptied by purgatives and the loss of water 
replaced by sugar infusions, three the first day, of 
500 gm. each. On the second day the 500-gm. 
sugar infusions are given twice, also three to four 
rectal infusions of 1 liter each, by the drop method, 
through a Nélaton catheter, 5 to ro gr. soda being 
added to the infusion for the acidosis. On the 
third day the treatment is repeated, and in addition 
every half hour and, later, every quarter of an hour, 
a teaspoonful of mineral water is given. When the 
water is no longer vomited, milk may be given, a 
spoonful at a time instead of the water, or if the 
patient does not. like milk, purée of potatoes or 
ices may be given. Ordinarily the first part of the 
scheme of treatment suffices to put a stop to the 
vomiting. If it does not, however, the infusions and 
rectal injections should be continued, and the in- 
jection of Ringer’s solution, horse serum, and the 
serum of a pregnant woman tried, in the order 
named; at the beginning of the treatment the 
serum of a pregnant woman should be prepared; 
for this, however, normal human serum may be 
substituted. Woman’s serum is to be preferred 
to man’s; the serum of the husband should not be 
used. A Wassermann examination should always 
be made before any treatment is undertaken. 

This scheme of treatment should be modified to 
suit the case; sometimes it must be hastened, but 
as a Tule it gives good results. FRANKENSTEIN. 


Farani, A.: A Case of ‘‘Polyneuritis Gravidarum”’ 
(Ein Fall von “Polyneuritis gravidarum’). Zen- 
tralbl. f. Gyndk., 1914, XXxviii, 802. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 


The patient, a 29-year-old VIII-para, from the 
seventh month of pregnancy had been troubled with 
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profuse diarrhoea and with oedema of the legs; 
in the eighth month she had disturbances of sensa- 
tion and motion in the lower extremities. Ex- 
amination by the author nine days post-partum 
showed atony of the uterus caused by oedema of the 
uterine musculature, probably phlebitis of the 
uterine vein and phlegmasia alba dolens in the 
right leg; peripheral nervous disturbances of the 
extremities, spontaneous disturbances of sensation, 
disturbances of motion in all the extremities, and 
atrophy of the feet and hands at the metatarsus 
and metacarpus. The diagnosis was polyneuritis 
from intoxication of pregnancy. The patient re- 
covered after four months’ treatment with strych- 
nine, massage, faradization, and sea baths. 
GRUNBAUM. 


LABOR AND ITS COMPLICATIONS 


Gardiner, J.: Post-Partum Hzmorrhage and Its 
Treatment. JN. M.J., 1914, c, 1067. 
By Surg., Gynec. & Obst. 

Post-partum hemorrhage is a rare condition 
occurring in only about 0.44 per cent of cases 
(Hofstatter). Clinically there are 2 varieties: 
concealed and visible. For diagnosis of the former 
condition the uterus must be closely watched 
through the abdominal wall. The author cites a 
case of this kind in which the placenta was manually 
removed and an abdominal binder applied; also 
ergot and pituitrin were given. 

Visible hamorrhage may arise from any part of 
the gernerative tract The author cites a case of 
hemorrhage from a ruptured varix controlled by 
compress and 20 ccm. human serum. Hamorrhage 
from a lacerated cervix is sometimes serious and 
hard to control. A case is cited where ligation was 
impossible and packing was resorted to. 

In the treatment the first factor is to control the 
bleeding. The patient is placed in the Trendelen- 
burg position, the abdominal aorta is compressed 
digitally or mechanically (Momburg’s belt). If 
the hemorrhage is from the uterus it should be 
stimulated by massage and by hot intra-uterine 
douches—115° to 120° F.—of a weak iodine solu- 
tion. If contraction does not occur the uterus 
should be packed with strips of sterile gauze. 
After packing, an abdominal binder and some- 
times a compress (as a sandbag) are used. Ergot 
and pituitrin are also used. Hysterectomy is 
used as a last resort. EUGENE Cary. 


Ainley, F. C.: Hebosteotomy. South. Calif. Pract., 
1914, XXIX, 351. By Surg., Gynec. & Obst. 
Basing his opinion upon the results in 20 cases of 
pubiotomy (hebosteotomy), in 6 of which he was the 
operator, the author concludes that the operation 
has gained a permanent place in the practice of 
obstetrics. In one instance, a case of breech presen- 
tation, the saw was placed prophylactically, but it 
was unnecessary to cut the bone. 
Perhaps the operation is most useful in cases ot 
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funnel pelvis, for frequently with this type of con- 
traction the post-operative enlargement of the pel- 
vis proves sufficient to permit spontaneous delivery 
in subsequent labors. 

In cases of moderate pelvic contraction—con- 
jugata vera 7.5 to 9.5 cm.—the operation comes into 
competition with the induction of premature labor 
and cesarean section. The high mortality among 
premature infants makes the induction of labor un- 
desirable. And since the test of labor materially 
increases the maternal mortality after caesarean 
section but not after pubiotomy, whenever this 
test is desirable, the latter operation should be the 
one chosen. On the other hand, if the conjugata 
vera is less than 7.5 cm. cesarean section should be 
performed at the onset of labor. 

Pubiotomy is performed in the interest of the 
child and is not indicated if the foetus is dead; 
craniotomy is then the procedure of choice. Like- 
wise, in infected cases pubiotomy is contra-indicated. 

Under proper conditions pubiotomy is attended 
with a maternal mortality of 2 per cent or less and 
with a foetal mortality of 10 per cent or less. 

The immediate results after pubiotomy are more 
satisfactory in slightly built than in heavy women. 
The former suffer very little, while some of the 
latter experience some difficulty in locomotion for 
a few months after the operation. J. M. SLemons. 


PUERPERIUM AND ITS COMPLICATIONS 


Daniel, C.: Diagnosis and Treatment of Puerperal 
Infections (Diagnostic et traitement des infec- 
tions obstétricales). J. de chir. de Bucarest, 1914, i, 
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In general the author’s opinion agrees with that 
of the majority of German obstetricians; he differs 
only in his very active local treatment in the be- 
ginning of the infection. With the first rise of 
temperature an intra-uterine douche is given, and 
if the temperature does not fall it is repeated. If 
in spite of this second douche the fever remains 
above 38° and chills occur, curettage is performed 
if it is believed that remnants of the ovum remain 
in the uterus. The author does not say how this 
is to be determined, as he does not believe that 
bacteriological examination of the lochia and of the 
blood are of decisive importance. In the prophy- 
laxis of infection he recommends the strictest 
asepsis and repeated vaginal douches before and 
during labor. RUHEMANN. 


Zowjanoff: Curettage of the Puerperal Uterus 
(Zur Curettage des puerperalen Uterus). Festschr. 

f. Prof. Pobedinsky, 1914. 
By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 
Zowjanoff reports 17 cases of curettage of the 
puerperal uterus in infected cases with retention of 
remnants of membranes. Ordinarily the curettage 
was done onthe third or fourth day of the puerperium 
after the first rise in temperature. No deaths 
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resulted. Six cases were bacillary infection, three 
pure streptococcus and three mixed bacillary and 
streptococcic infection. 

The conclusions are: Curettage can be used in 
certain forms of puerperal fever. When performed 
as early as possible in cases of retention of mem- 
branes or blood-clots it acts prophylactically 
against puerperal infection. It may be performed 
on any day of the puerperium, but the effect is 
best when the operation is performed on the third 
or fourth day post-partum. Thorough disinfection 
of the uterus after the curettage is necessary. The 
curettage causes strong retraction of the musculature 
of the uterus. Perforation is excluded if the dull 
curette is used. Contra-indications are inflam- 
mation of the parametrium or perimetrium and a 
coating of the cervix, as well as general infections. 

JENTTER. 


MISCELLANEOUS 


Fetzer, M.: Specificity of the Abderhalden Re- 
action (Uber Spezifitaét der Abderhaldenschen 
Fermentreaktion). Monatschr. f. Geburtsh.  u. 
Gyndék., 1914, xl, 598. By Surg., Gynec. & Obst. 

Fetzer finds that the Abderhalden reaction is 

strongly specific for pregnancy. In eclampsia, 
liver as well as placenta was katabolized. He gives 
a table of 49 cases known clinically or from operation 
to have been pregnant; the reaction was positive 
in all but one, in which it was doubtful. He also 
gives tables showing results in non-pregnant cases, 
cases of carcinoma, and febrile disease, and of 
ectopic pregnancy, all of them confirming the 
marked specificity of the reaction. A. Goss. 


Heinemann, F.: The Value of Antitrypsin Deter- 
mination in Gynecology and Obstetrics (Uber 
den Wert der Antitrypsinbestimmung in der 
Gynikologie und Geburtshilfe). Monatschr. f. 
Geburtsh. u. Gynak., 1914, Xxxix, 768. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


Heimann — not Heinemann — gives the results 
of antitrypsin determinations with the aid of Fuld’s 
casein method. The antitrypsin titer is increased 
not only in pregnancy and carcinoma, but also in 
febrile diseases of the female abdominal organs. 
On the other hand, in certain cases of pregnancy 
or carcinoma the increase in antitrypsin was not 
observed. Since there is a number of other diseases, 
such as nephritis and Basedow’s disease, in which 
the antitrypsin titer may be markedly increased, 
it cannot be used for specific differential diagnosis. 
The method, which on technical grounds is not 
adapted to general use, can only be used to supple- 
ment other methods of diagnosis. GRAFENBERG. 


Harrison, V. W.: The Uses and Abuses of the 
Pituitary Extract in Labor. Virg. M. Semi- 
Month., 1914, xix, 391. By Surg., Gynec. & Obst. 


The author believes that the pregnant woman 
is, as a rule, treated inhumanely. In reference to 
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“twilight sleep” he states that it has been aban- 
doned by men in this country who used it as early 
as 1902. He also deplores the misuses that forceps 
have been put to. 

The main part of his article, however, treats of 
pituitary extract, and he states that there are definite 
contra-indications for its use. The action of the 
drug usually takes place inside of six minutes and 
should not be repeated oftener than every hour. If 
the first dose should not’ take effect, another may 
be given in half an hour. The extract also caused 
contraction of the musculature of the bladder, mak- 
ing catheterization unnecessary in any of the author’s 
cases. In 20 per cent of his cases it caused evacua- 
tion of the bowels. Blood-pressure is markedly 
raised by the first administration—2o mm. Hg. in 
some cases. 

Following administration of the drug Harrison 
had a case of angina pectoris, and another case 
in which the child developed convulsions. 

Contra-indications to its use are: normal labor, 
high blood-pressure, arteriosclerosis, and nephritis 
with insufficiency, small birth-canal, an undi- 
lated cervix, or a tumor blocking the pelvis. 
It should not be given in a case of exhausted uterus 
until the organ has had time to rest. It may be 
used to hasten the contraction of the uterus when 
delivering the second of a pair of twins. 

Indications to its use are: uterine-inertia, post- 
partum hemorrhage; and at times it is used to 
shorten the third stage of labor. 

The author has found great success with its 
use in primipare. Some of the bad results from its 
indiscriminate use are: tear of the cervix, rupture of 
the uterus, detachment of the placenta prematurely, 
and also hemorrhage from the uterus an hour after 
its administration. EUGENE Cary. 


Santi, E.: Comparative Study of the Effect of 
Extract of Hypophysis from Pregnant and Non- 
Pregnant Animals on Non-Striated Muscle- 
Fiber (Vergleichendes Studium iiber die Wirkung 
des Hypophysenextraktes von trichtigen und nicht 
triichtigen Tieren auf die glatte Muskelfaser). 
Arch. f. Gyndék., 1914, cii, 432. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 

Santi made his experiments with extract of hy- 
pophysis from the cow; he used a segment of the 
cesophagus of the frog as an indicator. The ex- 
periments were so simple that errors were excluded. 
The contractions of the smooth muscle showed 
greater height and width when, instead of salt solu- 
tion, extract of hypophysis from a non-pregnant 
animal was poured over it; there was a further change 
in the same direction when extract of hypophysis 
from a pregnant animal was used. 

When muscle was resting after exhaustion in 
salt solution it could be made to work again by 
being subjected to the action of extract of hypophy- 
sis; the action was more vigorous if the extract 
was from a pregnant animal. By modifying the 
order of the experiments these varying degrees of 
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action could be observed one after the other in the 
same specimen. The more advanced the pregnancy 
the greater the degree of activity of the extract. 
The extract from the male was more active than 
that from the non-pregnant female, and almost as 
active as that of the pregnant female. 

On these experiments, performed on muscle 
from cold-blooded animals, Santi bases a hypothe- 
sis as to the cause of the beginning of labor. He 
believes that it may safely be assumed that labor 
begins when the non-striated muscle-fibers of the 
uterus can no longer withstand the irritation of the 
excretion of the hypophysis. If this is true prema- 
ture delivery could be explained as a result of 
hyperfunction of the hypophysis. It is not cer- 
tain that this effect can be attributed to the hypophy- 
sis alone; it may be supplemented by the secretion 
of other ductless glands. FRANKENSTEIN. 


Hedley, J. P.: Sterility in Women. Univ. M. Rec., 
1914, Vi, 97. By Surg., Gynec. & Obst. 
Hedley states that from 15 to 20 per cent of 
the cases of sterility are due to the husband, and 
therefore his condition should be carefully in- 
vestigated before any active steps are taken for 
the relief of sterility in the wife. 

Three years is given as the most probable limit 
of fecundation, and after that time the probability of 
conception becomes less and less with each succeed- 
ing year. Only 7 per cent of women who go past 
this time-limit bear children. 

Sterility may be (1) absolute — when pregnancy 


is impossible; (2) contingent — when pregnancy is 


possible, but not probable. 
congenital or acquired. 

The absolute congenital type of sterility is due 
to faulty development of the generative organs; 
e.g., uterus, tubes, ovaries, etc. Malformations 
of the vagina may also be included in this category. 

The absolute acquired type of sterility may be 
due to the destruction of the essential parts of the 
generative system: tumor formation, inflammation, 
surgical removal, etc. 

The contingent congenital type of sterility may 
be due to lack of development of the ovaries or 
uterus, the toughness of the ovarian stroma, thus 
preventing proper rupture of the follicles, and a 
multiplicity of abnormalities in the uterus and 
vagina which increase the difficulty of the spermato- 
zoon entering the uterus. Other causes may be an 
acute anteflexion of the uterus, lack of sexual desire, 
and escape of the seminal fluid from the vagina 
after coitus. 

The contingent acquired type may be due to 
inflammation of the pelvic organs — particularly 
gonorrhceal; pelvic tumors that entirely or partially 
obstruct the passage of the ovum downward or 
the spermatozoén upward; inflammations of the 
vagina; conditions that cause dyspareunia; and, 
finally, certain general diseases; viz., scarlet fever, 
mumps, obesity, severe forms of nephritis, chlorosis, 
diabetes, myxoedema, and chronic alcoholism. 


Either type may be 
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In dealing with sterility it is of the utmost im- 
portance to ascertain the cause or causes of such 
condition. If it is found that the case in question 
is one of absolute sterility, nothing can be accom- 
plished by any form of treatment. Naturally, 
the potency of the husband must be determined 
before the treatment of any form of sterility is 
instituted. 

Sterility due to difficulty in intercourse, other 
conditions being right, is usually due to some sort 
of mechanical obstruction which may be easily 
removed by operation; e.g., imperforate or rigid 
hymen, vaginal septa, etc. 

Sterility in women associated with lack of sexual 
feeling may be overcome by frequent intercourse, 
particularly near the menstrual periods. If asso- 
ciated with expulsion of seminal fluid, the dorsal 
recumbent position with the buttocks raised for a 
time after coitus, will materially increase the 
chances of impregnation. 

Abnormalities of the cervix which cause sterility 
are: (1) elongation of the vaginal portion of the 
cervix; (2) atresia of the cervical canal and small in- 
ternal os. 

In the first instance amputation, according to the 
method of Bonney, is the operation of choice, while 
in the latter conditions thorough dilatation, fol- 
lowed by simple curettage, gives very satisfactory 
results. The older operations of simply splitting 
the posterior lip of the cervix after thorough dilata- 
tion have grown obsolete for manifest reasons. 
Pozzi and Dudley have obviated the disadvantages 
of these operations by devising methods for covering 
the raw surfaces and preventing eversion of the cut 
edges. 

Where sterility is due to an abnormal condition 
of the endometrium, curettage, followed by the 
application of tincture of iodine to the inside of the 
uterus, certainly increases the prospects of concep- 
tion. 

In the type of sterility associated with pelvic 
tumors removal of these naturally increases the 
chances of pregnancy, provided such 1emoval does 
not destroy the generative cycle. The breaking 
down of adhesions due to old pelvic inflammations 
often increases the chances of impregnation, par- 
ticularly when the fallopian tubes ate implicated. 

Sterility caused by anteflexion may be treated 
by dilatation, followed by the introduction of a stem 
pessary. The stem is lett in place for a week or ten 
days. In America the stem pessary is frequently 
left in the cervix for from one to three months. 
The Dudley operation is also highly recommended 
for correcting anteflexion. 

When sterility is due to retroversion and retro- 
flexion, the uterus should be put in place and held. 
if possible, by some form of pessary. Failing in 
this, some one of the intra-abdominal methods of 
shortening the round ligaments should be used. 

For sterility due to abnormal vaginal, cervical, 
or uterine secretions, proper diet, antiseptic vaginal 
douches, dilatation, and curettage, with the ap- 
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plication of a strong antiseptic to the cervical mucous 
membrane and glycerine tampon in the vagina, 
are recommended. When all methods of treatment 
have failed, the introduction of semen into the 
uterine cavity after the method of Hirsch may be 
tried. This method has proven successful in 6 out 
of 16 cases treated by Hirsch. 

Harvey B. MATTHEWS. 


Rohleder, H.: Artificial Impregnation (Die kiinst- 
liche Befruchtung). Wien. klin. Rundschau, 1914, 
319. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 

Rohleder believes that artificial impregnation is 
a measure that is justified therapeutically and need 
not offend the moral sense of either the practicing 
physician or the married couple. Married couples 
are justified in demanding this “last resort’”’ after 
all other modes of overcoming sterility have failed, 
and the physician is justified in complying with 
their demand. Artificial impregnation may be 
indicated either because of impotentia caundi or 
malformations of the penis on the part of the man; 
or because of stenosis of the os uteri, displacement 
of the uterus, or dyspareunia on the part of the 
woman. Its use is limited because it is only indi- 
cated when both of the couple have normal repro- 
ductive fluids but there is some mechanical hin- 
drance to their union. Artificial impregnation may 
be intravaginal or intra-uterine. The author 
combines the two methods; he injects semen into 
the uterus and lays a tampon moistened with 
semen in front of the os. This method was success- 
ful in 6 out of 16 cases, 38 per cent; while in all the 

65 cases reported up to 1910 about 30 per cent 

were successful. TORGGLER. 


Sobotta, I.: Human Twins and Double Monsters 
from One Ovum, in the Light of the Most 
Recent Research in Mammalian Embryology 
(Eineiige Zwillinge und Doppelmissbildungen des 
Menschen im Lichte neuerer Forschungsergebnisse 
der Siiugetierembryologie). Stud. 2. Path. d. Ent- 
wickl., 1914, i, 394. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

From his latest study of the development of the 
eggs of armadillos that are as a rule polyembryonic, 

Sobotta believes that double formations in mammals 

are not the result of impregnation by two-tailed 

or two-headed spermatozoa, and are not caused by 
isolation of the two first blastomeres. Even if we 
presuppose, what is not yet thoroughly demon- 
strated, the total potency of the blastomeres, 
that is their capacity to form the foundation of the 

whole embryo, we would never get from such a 

separation twins from one ovum with a common 

chorion, since each blastomere would form not only 
an embryo but also the extra-embryonal mem- 
branes. 

Sobotta’s hypothesis attributes polyembryony 
in mammals to an isolation, at first latent, of the 
embryonic blastomere, which lies apart from the 


other blastomeres in the four-cell stage, and, in all 
species examined thus far, is distinguished by its 
large size. The three other blastomeres, according 
to Sobotta, give rise to the trophoblast. The 
only case of a twin mammal at this early stage 
is that of a sheep described by Assheton. 

Sobotta hopes by his research to awaken the 
interest not only of embryologists but also of 
pathologists and gynecologists in this field of the 
history of development, which thus far has not been 
cleared up. WEISHAUPT. 


Tivnen, R. J.: Blindness Caused by Ophthalmia 
Neonatorum. J. Am. M. Ass., 1914, Isiii, 1756. 
By Surg., Gynec. & Obst. 


The part played by ophthalmia neonatorum in 
producing blindness is a sadly conspicuous and lead- 
ing one. No writer can be charged with unseemly 
reiteration, no medical tongue accused of boresome 
repetition no matter how often or how insistently 
he dwells on this painful, humiliating truth; namely, 
that the vast majority of infants could have been 
spared their sad affliction if only the simplest ele- 
mentary precautions had been observed at the 
proper time. 

A study of the statistics collected by different 
observers warrants the conclusion that one-eighth 
of blindness from all causes is due to this disease 
and one-fourth of the blindness among children 
is attributable to the same cause. Eight tables 
are given showing the prevalence of the disease 
here and abroad. In the schools for the blind 
28.14 per cent of all new admissions in 1907 were 
victims of ophthalmia neonatorum. The activities 
of midwives have a great deal to do with this result, 
and they should be better instructed. 

The ecoromic side of the question is likewise a 
matter of considerable interest. It is estimated that 
it costs the state $3,000 to educate a blind child. 
The proper equipment and maintenance of schools 
for the blind requires a considerable expenditure. 
To these sums may be added the loss to the indi- 
vidual in earning capacity, the curtailing of ‘‘ave- 
nues of opportunity,” etc., which his affliction 
necessarily entails. 

The etiology, pathology, clinical course, and 
treatment are briefly touched upon. The Credé 
method of prophylactic treatment is highly recom- 
mended. If this method of prophylaxis were in 
universal use, it is certain that the proportion of 
cases of ophthalmia neoratorum would be greatly 
reduced; and if, in conjunction with the method, 
practical measures might be devised to insure the 
early recognition and treatment of the disease, 
it is not unreasonable to assert that such infections 
might be almost entirely eradicated. 
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A cursory study of the situation discloses many 
perplexing problems which only patience, perse- 
verance, discretion, and coéperation may overcome. 
The plan proposed and carried out by the New York 
Association for the Blind is the one most likely to 
accomplish the largest measure of success. 

Epwarp L. Cornet. 


Gaugele, K.: The So-Called Obstetrical Paralysis 
of the Arm (Uber die sogenannte Entbindungs- 
lihmung des Armes). Z¢schr. f. orthop. Chir.. 1914, 
XXXIV, 511. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

On the basis of four cases of his own, the author 
comes to the conclusion that the so-called obstetri- 
cal paralysis is chiefly caused by injury to the cap- 
sule, which, on account of the pain on motion. 
leads to contracture with internal rotation. The 
injuries to the epiphysis are generally only compli- 
cating by-effects. 

The treatment in recent cases is simple and suc- 
cessful. The arm is immediately fixed in abduction 
of 90 degrees and extreme outward rotation, and 
after a few days of daily dressing the muscles are to 
be strengthened by massage; after 3 or 4 weeks no 
more bandaging is done, the only treatment being 
massage. In older cases during the first year the 
treatment is about the same, and for the first dec- 
ade marked improvement may be obtained by 
corrective bandages and gymnastics. In later 
life the internal rotation may be improved opera- 
tively by shortening of the pectoralis major (Hel- 
bing) or by osteotomy of the upper arm (Hoffa, 
Lange). GriNBAUM. 


Vercesi, C.: Maternal and Feetal Cholesterinzmia. 
(Colesterinemia materna e fetale). Folia gynec., 
1914, ix, 81. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

Pregnancy always causes an increase in the 
cholesterin content of the blood, an increase which 
is demonstrable in the first quarter, markedly 
increased in the second, and reaches its maximum 
toward the end of pregnancy. This increase in 
cholesterin is accomplished particularly by the 
adrenals, corpora lutea, placenta, and the mam- 
mary gland. The function of the hypercholesterin- 

wmia is (1) an antitoxic one for the mother, a 

protective reaction against the toxemia of preg- 

nancy, and (2) a nutritive one for the foetus. The 


cholesterin content of the foetal blood is even lower 
than the average content in the blood of women who 
are not pregnant; the cholesterin of the foctus is 
only partly of maternal origin, for the foetus also 
can make cholesterin in its glands of internal se- 
WIEMER. 


cretion. 


KIDNEY AND URETER 


Braasch, W. F.: The Clinical Diagnosis of Hy- 
dronephrosis. Jniterst. M. J., 1914, xxi, 1180. 
By Surg., Gynec. & Obst. 


Braasch discusses the clinical aspects of hydro- 
nephrosis from a diagnostic point of view. He deals 
especially with those cases arising from congenital 
causes, commonly called ‘‘intermittent hydronephro- 
sis.’ These cases are generally seen in early 
adult life. The attacks of pain occur with more or 
less regularity and become more and more frequent, 
with freedom from pain between attacks. Usually 
there are no urinary symptoms. 

Objectively, tumor was noted in 32 per cent 
of 116 cases. Diagnosis is largely one of cystoscopic 
technique. The passage of the ureteral catheter 
may meet with obstruction, but generally not. 
Residual urine, pale and of low specific gravity, 
is always found in larger or smaller amounts. 
Overdistention of the renal pelvis with fluid to a 
point which causes renal colic is of considerable 
diagnostic value, especially in the hydronephrosis 
of moderate size. It is of more importance to 
know that this pain is unlike that from which the 
patient suffers than to know that it is identical 
with that pain. The amount of fluid is not a true 
index of the pelvic capacity owing (1) to the distensi- 
bility of the latter, (2) to the leakage of fluid from 
the pelvis into the ureter to an indeterminable 
extent. 

Pyelography, i.e., rendering the outline of the 
renal pelvis opaque to the X-ray by means of an in- 
jected opaque solution (collargol), is a most valuable 
diagnostic measure. In hydronephrosis the out- 
line of the pelvis presents a very definite appearance. 
It is seen to be enlarged, the papille are flattened, 
and the terminal irregularities of the normal minor 
calices are obliterated. These changes will vary 
considerably with the degree of hydronephrosis, 
being most marked in the more advanced cases. 
In certain early cases these changes may be deter- 
mined only by comparing the pyelogram with that 
of the presumably normal opposite kidney. Pyelog- 
raphy will also show the angle of insertion of the 
ureter into the pelvis. Anomalous insertions to- 
gether with pelvic changes, such as Braasch de- 
scribes, are to be regarded as cause and effect. 
Hydronephroses of large size are generally demon- 
strated without resorting to pyelography. The 
ureteral catheter and X-ray not only demonstrate 
the presence of a hydronephrosis but also determine 
its cause in most cases. Strictures, kinks, or ab- 


normally placed renal blood-vessels (61 per cent of 
the latter were found in 116 cases) may be shown to 
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exist. The method may serve also to eliminate the 
kidney as the offending organ. 

Normally injected collargol will drain out of the 
renal pelvis in 24 hours. If traces of it are found 
after that time it is an evidence of renal retention. 

Certain hydronephroses are of an ‘“‘intrarenal”’ 
type, in that the pelvic distention lies entirely within 
the kidney; others rarely may contain bloody urine 
as a result of chronic pyelitis. Also “closed” 
hydronephroses are occasionally met with. In 
these cases the ureter is completely occluded, the 
urine may be normal, and there may be no symp- 
tons other than abdominal tumor for which the 
patient seeks relief. Such cases are frequently 
mistaken for tumor of other organs (gall-bladder, 
broad ligament, etc.). 

In the series of 116 cases of hydronephrosis 
occurring at the Mayo Clinic, nephrectomy was 
done in 72 per cent, plastic operation on the pelvis 
in 13 per cent, and division of the ureter and nephror- 
rhaphy in 15 per cent. Plastic operation on a 
hydronephrosis of more than 5 or 6 oz. capacity is 
usually not successful; on those of smaller size a 
restoration to normal may result in time. 

J. DELLINGER BARNEY. 


Legueu, F., Papin, E., and Verliac, H.: Anatomical 
Study of Renal Tuberculosis: Origin, Evolu- 
tion, and Process of Healing (Etude anatomique 
de la tuberculose rénale: origine, évolution, proces- 
sus de guérison). Arch. urol. clin. de Necker, t9t4, 
i, 434. By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb, 


The authors have revised some questions in re- 
gard to the pathological anatomy of kidney tuber- 
culosis, basing their work on the examination of 
97 tubercular kidneys, most of them secured by 
operation, and on the extensive literature. 

Instead of classifying the different forms it is 
more important to follow the development of tuber- 
culosis of the kidney. The views of the surgeons and 
the results of experimental work are not in harmony 
with regard to the primary localization of tubercu- 
losis in the kidney, nor is the mode of infection 
absolutely proved. There are also defects in our 
knowledge of the method of dissemination of the 
tuberculosis in the kidney tissue and of the so- 
called spontaneous healing of kidney tuberculosis. 
The pre-ulcerous stage is only a beginning stage. 
There were no cortical lesions in two such kidneys 
which were examined, nor in another case of ulcero- 
caseous tuberculosis. The apices of the papille 
were affected in every case. The same hematoge- 
nous infection of a kidney causes the rapidly appear- 
ing disease of the apices of the papilla and the more 
slowly developing involvement of the pyramids. 


Dilatation of the kidney pelvis or calyx is not 
necessarily caused by stricture lower down, but may 
be the result of tubercular disease of the pelvis or 
calyx. The ureter of the sound kidney may be 
tubercular, and this fact may often be demonstrated 
by cystoscopic examination. The terminal stage 
may be in either one of two forms — the large, gib- 
bous, tubercular kidney, which consists of a series 
of pus-filled chambers communicating with each 
other, and the pyonephrotic saccular kidney, which 
is practically a single pus sac. In only one case 
were there found healed tubercular changes without 
exclusion of the part of the kidney involved. The 
exclusion was sometimes brought about by calci- 
fication, sometimes by caseation, sometimes by 
fibrous obliteration. The caseation was doubtless 
the initial stage of the exclusion. Real and pseudo- 
cysts and partial hydronephroses can also be found 
in tubercular kidneys. The pseudocysts originate 
from old, obliterated cavities; their contents cannot 
be demonstrated in animal experiments to be 
pathological. A real kidney cyst may be spared 
by the tuberculosis which affects the kidney. Re- 
gressive changes were found in one-fourth of the 
tubercular kidneys examined, always in connection 
with florid lesions. The so-called putty kidney may 
also occur without the obliteration of the ureter. 
VON LICHTENBERG. 


Tschaika, A, A.: Heemorrhage after Nephrotomy; 
Its Prevention (Die Blutung nach Nephrotomien 
und ihre Bekimpfung). Deutsche Zischr. f. Chir.. 
1914, CXXNil, 124. By Surg., Gynec. & Obst. 

In recent years nephrotomy has been used in an 
increasing number of conditions, as it has been found 
to be a relatively harmless procedure. The chief 
danger is hemorrhage, and much study has been 
devoted to the best incisions and methods of suture 
for preventing it. Tschaika describes a series of 
experiments on animals and dogs to test the latest 
method of controlling such haemorrhage; viz., tam- 
poning the kidney wound with fat from around 
the kidney. These experiments show that the 
fat tampon does not have any unfavorable effect 
on kidney excretion. They also show that the fat 
tampon has great advantages over the usual closure 
by suture. Kidney fat is the best, because it is 
found in the immediate neighborhood of the wound, 
it has good plastic properties, and seems to be 
particularly viable, perhaps because it very closely 
resembles embryonic tissue. The haemostatic ac- 
tion of the fat tampon has also been confirmed by 
clinical work. The fat remains as living tissue and 
does not undergo necrosis. A. Goss. 


Chevassu, M.: Progress in Urinary Surgery from 

the Use of Ambard’s Constant (Les progrés dus 

a Papplication de la constante d’Ambard en chirurgie 
urinaire). Paris méd., 1914, iv, 555. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


Ambard’s constant with its square root at first 
looks rather formidable to the surgeon, but the 
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clinician has nothing further to do but to take the 
urine and blood and send them to a chemist who 
reckons the constant. If the kidneys are normal 
the constant lies between 0.050 and 0.075, and is 
generally somewhere around 0.065. Values under 
0.050 and over 0.075 indicate abnormal kidney 
function, but it must be borne in mind that Am- 
bard’s constant only reports the kidney function 
with regard to the excretion of nitrogen, and tells 
nothing of the excretion of water, which is to be 
tested by experimental polyuria. Of course the 
constant only shows the degree of disturbance in 
function, not the kind of disease. 

There is a normal constant in all surgical kidney 
diseases, and this shows that the kidney tissue as a 
whole is capable of functioning. An abnormal 
constant shows that the sum total of non-diseased 
kidney tissue is not capable of compensating the 
loss of the other kidney after nephrectomy. The 
author has never seen a case that has contradicted 
his assertion that with a normal constant there was 
unilateral kidney disease. Of course when it is 
possible the ureters will be catheterized, but in 
cases where this is not possible the constant tri- 
umphs. The constant 0.12, which indicates that 
the patient only retains a third of his urea function, 
shows that it is inadvisable to perform nephrectomy; 
but it must not be asserted that every patient with 
a constant of less than 0.12 on whom nephrectomy 
is performed recovers, and that every one with a 
constant higher than that dies, for the effect of a 
nephrectomy depends on several other factors. 
The author believes that only with an increase in 
the constant the chances of success decrease and 
that above a certain limit nephrectomy is dangerous. 
In conclusion, it may be said that the determination 
of Ambard’s constant gives greater precision in the 
surgical examination of patients with kidney disease, 
and greater safety in the operation. It renders 
examination possible in patients that heretofore 
could not be examined, and renders operation pos- 
sible in cases where it has hitherto been regarded as 
impossible. It also simplifies a number of the class- 
ical methods of examination. KOTZENBERG. 


Lichtenberg, A. von: Technique of Pyelography 
(Zur Technik der Pyelographie). Zentralbl. f. Chir., 
1914, xli, 1353. By Surg., Gynec. & Obst. 

The author describes his technique as used in 

1000 pyclographies. He employs ureteral catheters. 

No. 4 or 5, impregnated with bismuth or minium, 

The tlow of urine is a relative index of the capacity 

of the pelvis of the kidneys. After testing the renal 

functions a Charri¢re catheter No. 17 is introduced 
into the bladder and the patient taken to the X-ray 
room. A warm to per cent solution of collargol 
is slowly injected through the ureteral catheters 
with a 20 ccm. record syringe without using force; 
when the patient has the slightest sensation in the 
renal region the injection is interrupted. At the 


same time the backflow of collargol is noted through 
If there is a continuous 


the catheter in the bladder. 
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backflow, even with very slow injection, the injec- 
tion is kept up during the X-ray exposure, even in 
cases where only 3 to 5 ccm. collargol are sufficient 
to fill the renal pelvis. In large sacs 60 to 80 ccm. 
may be injected. In some cases injection of a few 
cubic centimeters of collargol brings on an attack 
of colic; even in large hydronephroses this may occur. 
In these cases there is no backflow of collargol, and 
the urine shortly after the examination is collargol 
free. After several hours black urine is passed. 
This stoppage of the urinary flow shown by pyelog- 
raphy is an absolute early symptom of a beginning 
hydronephrosis. The principal contra-indication 
to pyelography is hemorrhage. E. P. ZeIsLer. 


Buerger, L.: Primary Tuberculosis of the Pelvis 
of the Kidney. Jnterst. M.J., 1914, xxi, 1244. 
By Surg., Gynec. & Obst. 
A careful study of 50 tuberculous kidneys re- 
ceived in the department of surgical pathology of 
the Mt. Sinai Hospital, New York, during the last 
seven years showed that the most common type 
was that comprising primary involvement of the 
papille. In two specimens, which are fully de- 
scribed and illustrated in the article, the recesses be- 
tween the calyx and papilla or the renal pelvis 
were found to be the primary and only seat of the 
tuberculous process. These observations, although 
few in number, Buerger believes strongly favor the 
assumption that in chronic renal tuberculosis the 
bacilli gain access to the tissues by a process of 
filtration from the blood into the urinary tubules. 
The angle between the papilla and calyx may afford 
a favorable nidus for the accumulation of bacteria, 
on the basis of stagnation and poor drainage at 
that point. M. KroroszyNer. 


BLADDER, URETHRA, AND PENIS 


Hagner, F. R.: Neoplasms of the Bladder. JN. Y. 
M.J., 1914, c, 804. By Surg., Gynec. & Obst. 


Hagner believes that if the term “‘benign tumors 
of the bladder” was eradicated, it would be a great 
advantage because it gives too many men unfamil- 
iar with them the impression that tumors of the 
bladder are clinically benign, whereas all tumors of 
the bladder are clinically malignant. Unless they 
are removed by some operative means, they will 
either directly or indirectly cause the death of the 
patient. 

Papillomata, the most common type, that show 
no tendency to infiltrate the bladder wall and 
microscopically show noevidence of malignancy, are 
considered by some authorities as being benign 
growths. Cysts of the bladder, fibromata, and 
myomata are so rare as to require no more than 
mention. 

In benign tumors Hagner advises excision of the 
growth with the operating cystoscope followed by 
cauterization or high-frequency cauterization by the 
Oudin current according to the method of Beer. 

He divides malignant tumors into sarcomata and 
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carcinomata, the latter being most common. As 
to frequency of malignant tumors of the bladder in 
relation to those in other parts of the body, some 
authors give 3.9 per cent, others as much as 7.6 
percent. There are two varieties: (1) primary and 
(2) secondary through metastasis from adjacent 
organs. 

Persistent hematuria, pain—which is totally 
absent in some cases—and the finding of fragments 
of the tumor in the urine are given as symptoms of 
this condition, accompanied, naturally, with the 
usual train of symptoms seen with malignant growth 
anywhere in the body. 

Hagner has previously reported 4 cases operated 
upon for bladder carcinomata. To these he adds a 
new case. The surgical treatment is palliative and 
radical. 

Palliative treatment consists of (1) the Oudin 
current; (2) suprapubic cystotomy and removal of 
the growth without extirpation of the bladder wall, 
followed by cauterization; (3) suprapubic cystotomy 
for drainage only in inoperable cases; (4) double 
nephrotomy with ligation of the ureter or drainage 
in the flank by ureterostomy. 

Radical treatment consists in (1) total extirpation 
of the bladder; (2) excision of the bladder wall with 
the tumor mass—when the base of the bladder is 
involved, this is best done by intraperitoneal opera- 
tion. 

The author describes an operation for tumors in- 
volving the fundus or lateral wall of the bladder as 
follows: The bladder is irrigated, and, if bleeding, 
adrenalin 1:10,000 is instilled and allowed to re- 
main 5 minutes. The bladder is then distended 
with salt solution and a Nitze cystoscope introduced 
and held by an assistant while suprapubic incision is 
made. The bladder is exposed in the usual way. 
Hagner thought that at this stage it might be possible 
to illuminate the bladder with the cystoscope to 
outline the tumor mass by transmitted light. 
This he was able to do. The growth is then in- 
spected through the cystoscope, the cystoscope 
being held by the left hand; with the right hand a 
threaded needle is pressed on the fundus of the 
bladder, and the dimpling caused thereby is readily 
seen through the cystoscope. The needle is first 
carried to the right and then to the left of the 
growth at a sufficient distance to give a margin of 
healthy tissue. A suture is also placed in the lower 
border of the field. The vesical wall is then incised 
around the inner side of three traction sutures, the 
portion of the wall to be removed being clamped as 
the incision advances. ‘The bladder wall containing 
the growth is lifted up by a clamp and held by an 
assistant, the fluid left in the bladder is aspirated 
with asyringe, and the bladder cavity is packed with 
gauze. Ifthe parietal peritoneum is to be removed 
(and he feels sure, if it is adherent to the bladder 
wall, that it should be), the incision in the bladder 
wall is then carried upward into the peritoneal 
cavity and the portion of the peritoneum covering 
the growth is removed. ‘The bladder and peritoneal 
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wounds are then closed by two rows of chromic gut, 
a suprapubic drain being left in the bladder. 

Of Hagner’s eight cases of bladder malignancy, 
three have been operated upon by the above method 
without a death. H. W. E. WALTHER. 


Chute, A. L.: Cancer of the Bladder. 
& S.J., 1914, clxxi, 745. 


Boston M. 
By Surg., Gynec. & Obst. 


Chute calls attention to the relatively small 
proportion of cures in cases of malignant disease 
of the bladder. When these cases are reviewed 
it is evident that the cases that remained without 
recurrence for a long time were not necessarily 
cases on which the most radical and careful opera- 
tion had been done. The cure of a case appeared to 
depend largely upon whether the disease was still 
confined to the bladder; in cases where it was not it 
seemed necessary to do very extensive dissection of 
the lymphatics that took their origin in the bladder 
to prevent recurrence. In about one-third of the 
author’s cases malignant disease began near the 
bladder outlet. In order to remove the disease 
locally it would probably be necessary to perform 
a total cystectomy as well as a dissection of the 
pelvic lymphatics. 


Shoenenberger, F. J., and Schapira, S. W.: Appli- 
cation of Radium in the Bladder for Carci- 
noma; Report of Two Cases. J. Am. M. Ass., 
1914, lxiii, 1852. By Surg., Gynec. & Obst. 


In the first case, a patient suffering from hema- 
turia, cystoscopy showed a tumor the size of an 
English walnut situated in the trigon, midway be- 
tween its center and the opening of the left ureter. 
The tumor appeared to be friable. The right 
ureter was obstructed, with some urine escaping. 
Microscopic examination of a section of this meta- 
static growth proved to be carcinomatous. In 
the right inguinal region there was a mass the size of 
an orange which was hard and immovable, and ex- 
tended down into the pelvis. 

A tube containing 15 mg. of radium was attached 
to the lower end of a Freyer tube, which was intro- 
duced into the bladder after a suprapubic cystotomy 
and was brought in direct contact with the tumor 
and allowed to remain there for twelve hours. The 
same tube of radium after removal from the bladder 
was buried in an incision in the metastatic growth 
and allowed to remain in place for twelve hours. 
Recovery was uneventful, except for attacks of 
pyrexia beginning 48 hours after the operation, last- 
ing for three days, and recurring at the end of a 
week. Three such attacks occurred. Cystoscopy 
two months after operation showed that the vesical 
tumor had entirely disappeared, and the mucous 
membrane of the bladder appeared normal. Both 
ureteral openings were obstructed. The patient 
died six months after operation from general as- 
thenia and hydronephrosis due to obstruction of 
the ureters by metastatic growths in the pelvis. 

In the second case the patient complained of 
frequency of urination day and night for 18 months; 
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for three months had had pain in the region of the 
bladder and perineum, and had lost 4o Ib. in three 
months. Cystoscopy shows a large bleeding tumor 
slightly to the left of the left ureteral orifice; there 
was also a large eroded tumor at the site of the 
prostate. The tumor at the left ureteral opening 
was removed, and was found to be the size of an 
egg. The smaller tumor on the right side was also 
removed. A V-shaped section was removed from 
the prostatic tumor, thus providing better drainage 
through the urethra. The same procedure in the 
use of radium was used as in the first case. The 
bladder was closed in three weeks. Pyrexia occurred 
as in the previous case. The patient gained 26 lb. 
in two months. Cystoscopy three months later 
showed the bladder mucosa apparently normal. 
The surfaces from which the tumors had been re- 
moved appeared as small pale depressed areas. 
Rectal examination showed the prostate greatly 
diminished in size and of normal consistency. There 
were three ounces of residual urine. H. A. Kravs. 


Englander, S.: A Review of Posterior Urethroscopy. 
Urol. & Cutan. Rev., 1914, xviii, 580. 
By Surg., Gynec. & Obst. 


There has been a great advance in the knowledge 
of the normal and pathological anatomy of the 
urethra since the invention of the irrigating and the 
air-inflating urethroscope. 

In the normal urethra there may be located 
through the urethroscope the sphincter, the pros- 
tate, the openings of the ejaculatory ducts, the veru- 
montanum, the utriculus masculinus, and the pars 
menbranacea. Normally, the orifices of the ducts 
are not visible, but when inflamed they may appear 
as dark red slits, or dots, with protruding mouths. 

In the pathological urethra there may be located 
through the urethroscope a swollen highly reddened 
mucous membrane, infiltrations, granulations, papil- 
lomata, a large and congested colliculus, polypi, 
cysts, scar tissue, ulcers, and tumors. 

It is particularly in cases where the pathological 
area is of limited extent that posterior endoscopy 
is of great value and where local application of 
concentrated silver or tincture of iodine to granula- 
tions or to swollen and oedematous colliculus or to 
ulcers produce excellent results, or where the 
cautery is applied to these same conditions or to 
scar tissues or pathological bands or adhesions that 
may be present, or to median lobe obstruction or 
in the application of the curette to polypoid masses 
about the sphincter or wherever they may be. 

Geraghty described a case in which a gonorrhceal 
discharge persisted until treatment of the utriculus 
cleared it up. Underhill recently described a case 
in which the urethroscope showed several cystic 
bodies near the internal sphincter. The patient 
suffered from a gleety discharge and fleeting erec- 
tions, also from pollutions. Under appropriate 
treatment and cauterization of these bodies the 
patient improved. Walsh described two very in- 
teresting cases revealed by posterior endoscopy. In 
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the first case the verumontanum instead of being 
an elevation was found divulsed into two unequal 
parts; in the second case the ejaculatory ducts 
seemed to be at either end of a band of divulsed 
scar tissue. Both cases recovered under appropriate 
treatment. 

The author reports a number of cases of chronic 
posterior urethritis and sexual disorders in which 
location of the lesions was made possible by posterior 
endoscopy, and treatment was applied directly with- 
good results. THEO. Drozpow!tTz. 


GENITAL ORGANS 


Hawkins, J. A.: Two Interesting Cases of Trau- 
matic Displacement of the Testicle. Urol. & 
Cutan. Rev., 1914, xviii, 602. 

By Surg., Gynec. & Obst. 


Hawkins’ first case, a man, aged twenty years, 
had been struck by a locomotive and suffered severe 
injuries to the pelvis and bony girdle. Examina- 
tion showed that the left testicle had been dis- 
placed upward with associated rupture of the 
fibers of Pouparts’ ligament. The testicle was 
replaced into the scrotum and fixed there. Re- 
covery followed. 

The second case was a boy of eleven years, who 
had been struck by a trolley car and thrown against 
the curb. On examination a lacerated wound was 
found over the penis, only the skin being left. 
The body of the penis was found in a wound over the 
pubes, its dermal covering torn loose at the corona. 
The right testicle was in the inguinal canal. ‘The 
canal was opened and the testicle replaced into the 
scrotum. J. S. 


Pedersen, V. C.: Teratoma Testis with Tubercle 
Bacilli in the Urine. JN. M.J., 1914, c, 1001. 
By Surg., Gynec. & Obst. 

Pedersen adds one more case to the list of tumors 
of the testicle which a pathological examination 
showed to be of a complex structure. 

In addition to tumors of the testicle he also found 
tubercle bacilli in the urine, and on the theory that 
the case was tuberculous, castration was done, the 
cord pulled out as far as possible, and the ends 
cauterized. The patient is still in good health. 

On examination of the specimen, the author found 
a node in the testicle proper and not in the epididy- 
mis; no infiltrations were found in the epididymis 
or vas. The neoplasm consisted of an outer whitish 
mass containing a cavity of serous fluid and a 
brownish or blackish central mass of prominence 
and great hardness. The author made a probable 
diagnosis of teratoma of the testicle and the case 
was then referred to Prof. Ewing, who reported 
that on section the tumor was composed chiefly 
of fibromuscular tissue containing many small 
cavities lined by cylindrical epithelium probably 
representing ectoderm; however, no traces of 
ectoderm were seen. The tumor was adult in 
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type and relatively benign, and the prognosis 
was good. Pedersen says he will report further 
on the case. A. C. SToKEs. 


Lespinasse, V. D.: The Relief of Sterility by Means 
of Permanent Epididymostomy, with the 
Formation of an Artificial Sac for the Storage 
of the Sperm. J. Am. M. Ass., 1914, lsiii, 1916. 

By Surg., Gynec. & Obst. 


This operation is designed to cure cases of male 
sterility due to inoperable closures of the vas 
deferens and ejaculatory duct. The operation con- 
sists of making a non-absorptive sac by lining a 
portion of the tunica vaginalis testis with Thiersch 
grafts. A fistula is established from the head of 
the epididymus into this sac. This fistula may be 
established by simply cutting off the tops of the 
epididymal tubules or by threading a hair into the 
lumen of the epididymus tubes and letting it cut out. 

The sac then fills with spermatozoa; whenever 
desired this sac can be tapped and the spermatozoa 
withdrawn into a syringe and injected into the 
uterus. 


Binney, H.: Cancer of the Prostate. Boston M. & 
S.J., 1914, clxxi, 748. By Surg., Gynec. & Obst. 
The recent development of prostatic surgery 
has brought out the fact that carcinoma of the 
prostate is more common than formerly believed. 
While Albarran in tgoo stated that cancer occurred 
in 14 per cent of all cases of prostatic enlargement, 
Young in 1913 reported 28 per cent in 100 cases. 
Other authors report lower percentages, and it is 
probable that the proportion is from 15 to 20 per 
cent of all cases. 

The best description of the development of car- 
cinoma is given by Young and Geraghty, according 
to whom the process starts beneath the posterior 
capsule, and sooner or later invades the lymphatics 
about the ejaculatory ducts, passing upward be- 
neath the trigone and into the space between the 
seminal vesicles; thence it invades the pelvic 
lymphatics, iliac glands, etc., and may form meta- 
stases in a variety of locations. While the gross 
appearance is characteristic, sometimes the use of 
the microscope is necessary for diagnosis. 

Symptoms in the first stage, when the growth is 
wholly within the prostatic capsule may be slight, 
amounting to a slight frequency or local pain. Later, 
with involvement of the capsule and the prostatic 
nerves, reflex pains arise which should arouse sus- 
picion of the trouble. In the third stage the uri- 
nary symptoms of obstruction plus the effects of 
metastases in some part of the body will be present. 

The only hope of cure lies in the early recognition 
of the disease in its first stage unless Young’s 
radical operation is done, which is always followed 
by permanent incontinence. If the disease has 
not broken through the prostatic capsule, conserva- 
tive operation offers hope of cure. 

The diagnosis is made by rectal touch, in some 
cases with the aid of the cystoscope. 


Differential diagnosis from other conditions is 
usually easy, but occasionally prostatic calculi can 
be distinguished only by the X-ray. 

A case is reported in which the diagnosis was made 
early, a perineal operation performed, and at the 
end of five years the patient is still in good health. 

Operation in the second and third stages may be 
indicated for the removal of the obstruction or for 
suprapubic drainage of the bladder. The reported 
results of the use of radium are not yet convincing 
as to its efficacy in prostatic carcinoma. 


Lanphear, E.: Prostatectomy under Local Anzs- 
thesia. Urol. & Cutan. Rev., 1914, xviii, 603. 
By Surg., Gynec. & Obst. 
Lanphear reports very satisfactory results in 
prostatectomy under local anesthesia. Three hours 
before operation the patient receives hypoder- 
matically 0.25 gr. morphine and .o1 gr. hyoscine 
hydrobromide. This is repeated one and one-half 
hours before operation. The deep parts are in- 
filtrated with one per cent urea and quinine hydro- 
chloride which has been boiled for twenty minutes. 
This treatment is repeated one-half hour before 
operation, then the superficial injection of one dram 
of 1 per cent solution of novocaine is made directly 
under the skin. Lanphear states that besides 
avoiding the untoward effects and complications of 
ether or chloroform narcosis, this method affords 
less post-operative pain and brings convalescence 
far quicker. J. S. Eisenstarpr. 


MISCELLANEOUS 


Murphy, J. B., and Kreuscher, P. H.: Vaccine 
Treatment of Diseases of the Genito-Urinary 
Tract and Their Sequelz. Jnterst. M.J., 1914, 
XXi, 1214. By Surg., Gynec. & Obst. 

The authors state that the general indications for 
the use of vaccine in urinary infections are cases 
without obstruction to urinary or pus drainage. 
Their technique is as follows: 

Enough culture tubes, from 1o to 15 as a rule, 
and three bouillon flasks are inoculated and the vac- 
cine made from the mixed first growth on these tubes. 

For urethral inoculations a very short urethro- 
scope is passed into the urethra; for growths from 
prostatic infection the prostate is expressed, a cath- 
eter or tube is passed into the urethra, and the 
material taken through the tube, or the patient 
urinates into a glass through the tube and the inocu- 
lation is made from this urine. 

In some cases the patient’s own blood is mixed 
with the medium, the idea being that the organisms 
will grow better on this medium than on blood from 
some other individual. The usual dose is around 
100 million repeated at from 3- to 8-day intervals. 

In the acute infections vaccines are recommended 
as adjuncts to surgery. In the chronic cases the 
vaccines are of great value. Success with them 
depends upon (1) the ability to isolate the germ; 
(2)the virulence of the infection; (3) the localization 
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of the disease; (4) the individual response of the 
patient to the treatment; and (5) the origin of the 
infection. 

The cases treated are of two types: (1) Local 
infection of the kidney, bladder, and = urethra; 
(2) metastatic infections in the bones, joints, and 
distant organs. The results in the local infection 
have been good, but in the metastatic cases it 
has been found very difficult to obtain a vaccine. 

The authors recommend that the blood picture 
be watched in all cases under vaccine therapy, and 
they also recommend that vaccine be used intrave- 
nously. They state that two organisms may be 
present in the original infection. After the first 
lot of vaccines has been used, smears made will 
show that one of these organisms has almost if not 
entirely disappeared. If not, a new inoculation is 
made. 

Their conclusions are as follows: 

1. Autogenous vaccines should be used inall cases 
when it is possible to obtain them, but there are 
cases in which there is a positive indication for 
combined vaccines. 

2. Vaccines have failed in many instances be- 
cause of the almost insurmountable difficulties in 
obtaining the proper organism from the genito- 
urinary tract and from insufficient drainage. 

3. Vaccine must not be expected to reconstruct 
tissues, organs, or joints that have been destroyed 
by known or unknown pathogenic organisms. If 
they are to be effective and prove prophylactic 
against such destruction, they must be timely and 
intelligently administered. 

4. Vaccine should always be used, but up to 
the present time there is no justification in neglect- 
ing other known methods of combatting infections 
of the genito-urinary tract and their sequel. 

V. D. Lesprnassi. 


Williams, W. W.: The Gonococcus Complement- 
Fixation Test. Jnicrst. M. J., 1914, xxi, 1108. 
By Surg., Gynec. & Obst. 

The author gives a clear description of his tech- 
nique in performing the complement-fixation test. 
He uses a polyvalent antigen made up of 28 diiferent 
strains of gonococci. ‘This he found to be slightly 
more sensitive than the antigens put up by com- 
mercial houses. He cites a number of cases in 
which the test was of distinct value, and concludes 
that the test is absolutely specific for the gonococcus, 
and that a positive reaction is always reliable and an 
indication of a gonorrhoval infection somewhere 
in the body, unless the individual from whom the 
serum was obtained has had gonococcus vaccine 
treatment, or has recently recovered from an in- 
fection by that organism. 

The chief value of the test is in those cases with 
chronic or ill-defined affections, where it is not 
usually feasible to obtain the organism in smears 
or cultures, and in the diagnosis of gonococcus 
arthritis, in which it gives about 100 per cent posi- 
tive reactions. Georce G, Smiru. 


EYE 


Faith, T.: The Prognosis in Squint. Jilinois MI. J., 
1914, XXVi, 530. By Surg., Gynec. & Obst. 


The treatment and outcome of concomitant 
squint from the standpoint of visual acuity of the 
squinting eye, binocular single vision, and paral- 
lelism are discussed. The common practice of 
refraction, watchful waiting, and then, if there is 
no improvement, operation, is the fault of the oph- 
thalmologist. 

According to the author, lessening, accomodative 
efforts, arousing instinct for precise vision and the 
desire for binocular vision is the proper early treat- 
ment; after refraction, holding the fixing eye 
under the influence of atropin and compelling the 
use of the squinting eye. Along with this method, 
many painstaking schemes are used to develop 
the more or less amblyopic retina in the squinting 
eye. Following the coarser objects the amblyoscope 
is used. If the above results are not satisfactory 
the only change made is to remove the lens or 
substitute a weaker one in front of the fixing eye. 
The author emphasizes the latter treatment in 
faulty cases where other treatment has failed. 

Amblyopic exercises are a waste of time until 
the squinting eye has gained some in visual acuity. 
Amblyopia transferred to the fixing eye from the 
squinting eye is a good omen, the author believes. 
He takes issue with Worth on the continued use of 
atropin in both eyes with or without correction and 
says that little harm can come from it. 

Cases of under 4 years’ duration offer the best 
prognosis if there is no outward limitation, and even 
cases of 4 to 6 years’ standing, except that they 
take longer. Even in cases of longer standing 
results have been obtained by perseverant treat- 
ment. 

The least successful cases are those that persist 
in having eccentric fixation in the squinting eye, 
cases that are originally paralytic transformed to 
concomitant, and anisometropic cases in which 
the difference in refraction amounts to 3 to 4 
diopters. Cases of alternating squint never get 
ideal results, although occasionally alternating 
ones do. SypNEY WALKER, Jr. 


Ray, V.: The Extraction of Steel and Iron Particles 
from the Eye by the Electro-Magnet. Lancet- 
Clin., 1914, cxii, 479. 


By Surg., Gynec. & Obst. 


From his results obtained by experiments on 
fresh pigs’ eyes Ray has practically abandoned 
the use of the giant magnet in favor of a hand mag- 
net of the Hirschberg type for the removal of mag- 
netizable particles. 


With an exact X-ray localiza- 
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tion, as by the Sweet method, the operator is en- 
abled to make an incision large enough to admit 
the tip almost over, or in the immediate vicinity of, 
the foreign body. The author claims that to suc- 
cessfully dislodge a metallic particle it is not neces- 
sary to insert the tip into the vitreous in at least 
two-thirds of the cases. 

This method has been employed in 100 cases or 
more without infection or detachment of the retina 
and with the advantage of no further possible injury 
to the delicate and vulnerable tissues of the anterior 
segment. G. D. 


Noble, W. L.: The Advantages and Disadvantages 
of the Intracapsular Cataract Operation, as 
Practiced by Colonel Henry Smith of India. 
Illinois M. J., 1914, xxvi, 487. 

By Surg., Gynec. & Obst. 

The different steps of the technique are described 
and each one is criticized separately. From Noble’s 
viewpoint the whole procedure is a disadvantage, 
except the preparation of the patient, which con- 
sists in obliteration of the upper fornix by sliding 
the brow upward, and, after lifting the lid with a 
speculum, a very thorough flushing of the sac is 
possible. As regards the corneal section, the 
advisability of grasping the conjunctiva at the lim- 
bus rather than at the attachment of a tendon is 
questioned; further, the start of the incision is a 
good one, but it has been in use for 25 years and 
is not original. 

Issue is taken as regards this section being at 
right angles to the corneal surface, as there is no 
section that can be at right angles; the one that 
approaches it nearest is the one that is closest to 
the limbus. Smith’s leaves the limbus immediately, 
hence could not be included. 

The author thinks that Smith’s contention that 
the presence of capsule and cortical substance in 
the eye is usually followed by iridocyclitis is not 
well taken, as this would imply that in the Smith 
operation there is no iridocyclitis. 

Both the technique and some of the results of the 
iridectomy are criticized very strongly, not only on 
account of the colobomas resulting but also on ac- 
count of the trauma to the epithelium of the cornea 
produced by the outer blade of the forceps. Smith’s 
fear of rupturing the capsule is given as the excuse 
for the unique procedure of putting one blade of the 
iris forceps in the anterior chamber and the other 
one outside. 

The expression of the lens is good, but the force 
used is beyond that used in the ordinary operation. 

To refute the claim that the Smith operation is 
free from “secondaries” and iridocyclitis, histories 
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from operated cases by three men are quoted; the 
results, if correct, certainly do refute it in a small 
measure. SypNEY WALKER, JR. 


Snell, A. C.: A Case of Extensive Accidental Cor- 
neal Splitting. Arch. Ophth., 1914, xliii, 620. 
By Surg., Gynec. & Obst. 


Snell replaced a torn corneal flap, 3 mm. wide and 
o.§ mm. in thickness, extending from limbus to 
limbus, after cleansing same with boric solution. 
He placed a single suture through to the apex of the 
torn flap, adjacent corneoscleral tissue, and con- 
junctiva. By the fifth day, the reunited flap, with 
edges elevated, had swollen and turned bluish 
gray, blood-vessels having formed at the apex and 
in the corneal area to the extent of 3 mm. At the 
end of the second week a cilium, vertical, with root 
directed upward was discovered in the anterior 
chamber. The pupil was slightly oval horizontally, 
the lens cataractous above, with a crescentic area 
in the lower quadrant of the pupil remaining clear. 
In less than three months the blood-vessels had 
disappeared with one exception, visible by loupe; 
dense haziness at the upper end of the flap had 
cleared, leaving the cornea smooth and flat, with nor- 
mal appearance, excepting for an opaque area in the 
center of the flap. The lens was clear below, the 
cataract being limited to the upper anterior half. 
The vision was 20/200. C. A. Macay. 


McReynolds, J. O.: Some of the Newer Operations 
for Glaucoma. Texas St. J. Med., 1914, x, 270. 
By Surg., Gynec. & Obst. 


In a discussion of the various operations for 
glaucoma, credit is given to a number of men among 
whom are Smith, Lagrange, and Elliot, the latter’s 
operation being discussed in detail. 

The author describes his corneal wedge for 
splitting the cornea, which has been adopted by 
Elliot. It is in the form of an angular keratome. 
He has also devised a conjunctival forceps for 
controlling the flap. Other trephines are discussed, 
but he thinks Elliot’s is the nearest to perfection. 

Corneosclerotomy with the aid of a thread and 
knife, also the method of substituting a sharp hook 
for the thread, are discussed. 

Strong emphasis is laid on the post-operative 
dangers of sympathetic ophthalmia following op- 
erations about the ciliary body; and a large number 
of these cases are forecasted for the future following 
the most approved operations. 

SypNeEy WALKER, Jr. 


Burleson, J. H.: Some Clinical Observations Re- 
garding the Etiology of Glaucoma. Texas Si. 
J. Med., 1914, x, 281. By Surg., Gynec. & Obst. 


Some new etiologic factors of glaucoma are 
brought up, among which are pelvic disorders, 
chronic urethritis, and choretic conditions. From 
the limited number of cases, however, the author 
admits that he cannot hold them as positive factors 
at this time. SypDNEY WALKER, Jr. 
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Gradle, H. S.: The Treatment and Indications for 
Operation in Glaucoma Simplex. Wis. M. J., 
1914, xiii, 224. By Surg., Gynec. & Obst. 


The author frankly states that the cause of 
glaucoma simplex is still unknown; he is un- 
willing to accept the theory of a close relationship 
between intra-ocular tension and blood-pressure. 

The influence of massage upon the glaucomatous 
eye is discussed at length and its prognostic value 
in the disease is mentioned. The value of the 
therapeutic measures employed is to be judged 
from three standpoints: (1) the curve of intra- 
ocular pressure, tonometrically registered; (2) the 
patency of the intra-ocular outlets, measured by 
the intra-ocular tension before and after three 
minutes’ massage of the eyeball; and (3) the visual 
fields. 

The therapeutic attacks are divided into three 
periods: two weeks of intensive treatment, to be 
carried out in the hospital; two weeks of moderate 
treatment; and two weeks of minimum treatment, 
consisting in the local instillation of pilocarpine 
every other day and a return to the former mode of 
life. The three prognostic factors must be care- 
fully watched and the ultimate treatment decided 
upon by their behavior during these periods. 

In case operative interference becomes necessary, 
the author advocates the operation of cyclodialysis. 
If unsuccessful, the same operation may be repeated 
without harm to the patient. Sclerotomy, of 
which type of operation trephining is the best 
known, should be reserved as an operation of last 
resort, because of the dangers of late infection. 

The author divides operations aimed at glaucoma 
simplex into three types: (1) those opening the 
normal intra-ocular outlets, as iridectomy is sup- 
posed to open the canal of Schlemm; (2) those open- 
ing new intra-ocular outlets, as the cyclodialysis 
opens a path to the suprachorioidal spaces; and 
(3) those opening extra-ocular outlets, as trephin- 
ing. The last class is a dangerous type of operation 
and should be used only as a last resort. 


Medalia, L. S.: Vaccine Therapy in Eye Diseases 
of Bacterial Origin. Boston M. & S. J., 1914, 
clxxi, 621. By Surg., Gynec. & Obst. 

Medalia gives a brief résumé of the literature to 
date and adds his personal observations covering a 
period of seven years. The cases treated by him 
are grouped according to the clinical diagnosis. He 
gives the details of 95 cases treated, the bacterio- 
logical findings and results. His conclusions are: 

1. Vaccines will yield results such as could not 
be expected from the ordinary methods of treatment. 

2. Autogenous preparations should be used, 
if possible, before permanent damage to the tissues 
occur. 

3- Repeated paracentesis is a valuable adjunct 
in cases of hypopyon keratitis; small and oft-repeat- 
ed doses yield better results than large doses; as a 
prophylactic measure the value of vaccines is 
recognized. G. D. THEOBALD. 
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Fergus, F.: An Easy Method of Enucleation. 
Arch. Ophth., 1914, xliii, 618. 
By Surg., Gynec. & Obst. 


Fergus divides the conjunctiva over the external 
rectus exposing the same. The muscle is divided 
with blunt strabismus scissors, leaving a portion of 
the tendon attached to the sclera. The attached 
tendon is seized with conjunctival forceps and the 
eye is rotated toward the inner canthus when the 
nerve is severed. The orbital tissue is then re- 
sected close to the sclera and the remaining muscles 
divided, avoiding pressure on the globe. The wound 
is closed with or without a gold ball, or with or 
without sutures. 

In contradistinction to Arlt’s method, the opera- 
tor stands on the same side as the eye to be enu- 
cleated; he always divides the external rectus first 
and immediately afterward the nerve, continuing 
rotation toward the inner canthus, thus leaving a 
long nerve attached to the eyeball. C. A. Macuy. 


Flemming: Radium and Mesothorium in Ophthal- 
mology (Radium und Mesothorium in der Ophthal- 
mologie). Strahlentherap., 1914, iv, 861. 

By Surg., Gynec. & Obst. 


Flat carriers were used, one of which contained a 
few milligrams of radium, the other a little more 
mesothorium. The results of biological tests with 
different methods of filtration are given. 

Irradiation of the rabbit’s eye for from a few to 
many hours caused keratitic changes and con- 
traction of the pupil and changes in the skin of the 
lid that required some weeks for recovery. Ex- 
perimental injuries of the rabbit’s eye with and with- 
out infection were quickly healed. 

Experimental tuberculosis of the eye could be 
influenced only when, the irradiation was given im- 
mediately after the infection. An emulsion of 
tubercle bacilli was effected by the rays, 168 milli- 
gram-hours being absolutely bactericidal, but ex- 
posure to the sun’s rays was more effective. 

In the normal human eye irradiations of a degree 
that would cause considerable injury to the skin did 
not produce any changes except contraction of the 
pupil, and here as in rabbits the iris was particularly 
sensitive. In diseases of the eyeball results were 
obtained only in flaccid ulcers; the lens and the eye- 
ground were very insensitive to the rays. The 
conjunctiva is less sensitive than the skin, but may 
be injured by too prolonged irradiation. Trachoma 
is no more favorably affected than by the older 
methods. Good results were obtained in xanthe- 
lasma and in tumors; also in angiomata, cancroids, 
and in sarcomatous tumors. A. Goss. 
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Harris, T. J.: Report on the Recent Develop- 
ments in Otology. NV. Y. St. J. Med., 1914, xiv, 
523. By Surg., Gynec. & Obst. 

The following subjects are reviewed by the author: 
(1) Treatment of chronic affections of the ear 


INTERNATIONAL ABSTRACT OF SURGERY 


by use of dry heat; (2) Reéducation of the deaf; 
(3) Otosclerosis; (4) The streptococcus mucosus; 
(5) Vaccine in the treatment of suppurative affec- 
tions of the ear; (6) Indications for operation in 
labyrinthine disease; (7) Brain abscess; (8) Otitic 
meningitis; and (9) The symptom-complex of 
Barany. 

1. Maljutin is quoted as stating that marked 
benefit has been obtained from treating the follow- 
ing conditions with dry heat; viz., (1) different 
forms of exudative otitis where ordinary treatment 
does not remove the exudate in the middle ear; (2) 
adhesive catarrh; (3) different diseases of a rheu- 
matic or gouty nature involving the bony articula- 
tions in the ear; (4) otosclerosis in its beginning 
stage; and (5) syphilitic affections of the sound 
receptive apparatus. 

2. In discussing the reéducation of the deaf, 
the work of Maurice is referred to. While there is 
no claim made of restoring hearing where total 
deafness exists, the principle involved is the same 
as cultivating the sense of touch in the blind. For 
this purpose Maurice has devised an instrument 
which he calls the kinesiphone. It is an electric 
apparatus producing from 100 to 4,000 vibrations 
per second, the object being to produce a pro- 
nounced massage of the ear. In the sponsor’s 
own words ‘‘It mobilizes in a physiological manner 
the organ of hearing; it stimulates the auditory 
receptivity of the deaf; it excites the labyrinth in 
which the nerve-fibers have become sclerosed and 
atrophied; the sonorous massage produces a vaso- 
dilatation which is decidedly marked; and the vibra- 
tion stimulates the ciliated cells in the organ of 
Corti.” 

3. Citelli believes otosclerosis to be a vascular 
osteoporosis of the labyrinthine capsule, but does 
not think that any one condition causes this change; 
rather is he inclined to the view that a number of 
conditions produce it; viz., syphilis, osteomalacia, 
rickets, tuberculosis, different dyscrasias of uric 
acid origin, and diseases of the endocranial glands, 
especially of the hypophyseal system. His path- 
ological classification is as follows: (1) those cases 
in which there is only an ankylosis of the stapes; 
(2) cases with bony fixation of the stapes and other 
foci of the spongifying process in the labyrinth, 
associated with an atrophy of the labyrinthine 
membrane; (3) an intermediary group where there 
are multiple disseminated foci without any ankylosis 
of the stapes, showing particularly involvement of 
the cochlea. While treatment is unsatisfactory, 
Citelli has benefited the tinnitus by the administra- 
tion of extract of hypophysis in tablet form. 

4. Asa result of his studies of 21 cases in which 
streptococcus mucosus was found in aural dis- 
charge, Zemann agrees that mucosus suppurations 
are apt to lead to mastoid and endocranial opera- 
tions, but he feels that the prognosis can be pro- 
nounced favorable when it is possible at an early 
date to eliminate altogether the foci of suppuration. 

5. In regard to the use of vaccine in the treat- 
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ment of suppurative affections of the ear, reference 
is made to Haskin’s report of having stopped the 
discharge in 25 out of 33 cases of chronic puru- 
lent otitis media treated, but as the time limit of 
two years has not elapsed since the apparent cure, 
he does not pronounce a definite result. 

6. Indications for operation in labyrinthine dis- 
ease as set down by Leidler, are as follows: 

(a) Every diseased labyrinth dependent upon a 
purulent otitis, whether acute or chronic, combined 
with a labyrinthogenous intercranial complication, 
must be operated upon at once. Of these complica- 
tions the lightest form is represented by a _per- 
sistent headache on the side of the affected ear. 

(b) Every labyrinth which shows involvement 
as a result of an acute or chronic otitis with symp- 
toms of acute diffuse labyrinthine suppuration, 
advanced nystagmus of the third degree toward the 
healthy side, and lack of response to the turning 
test, must be operated upon at once if the tempera- 
ture is more than 38° C. or the symptoms do not 
abate within four days. 

(c) A labyrinth which as the result of an acute 
or chronic otitis is completely destroyed functional- 
ly, and does not comply with the indications just 
given, must at once be operated upon in connection 
with the radical opening of the antrum, in case a 
spot in the bony capsule shows a pathologic opening 
into the peri- or endolymphatic space (fistula, 
cholesteatoma, sequestra, tumor, etc.) or where 
there are persistent symptoms of irritation of the 
labyrinth, such as dizziness, nystagmus, or vomiting. 

7. On the subject of brain abscess a paper of 
Sharpe’s is referred to, particularly that part warning 
against the danger of a blind hunting for the abscess 
with the needle, and the other suggestion relative 
to performing the operation for decompression 
while waiting for the abscess to localize. 

8. Preysing, Uffenorde, and Brieger’s works on 
the subject of meningitis are cited. 

Preysing gives the following indications for treat- 
ment: (a) In meningitis following acute otitis, 
lumbar puncture, or, according to the circumstances, 
lumbar drainage. The dura should not be opened. 

(b) In meningitis following chronic otitis without 
labyrinthine complications, or with labyrinthine 
irritation symptoms, the radical operation should 
be performed and the channel of infection most 
carefully removed. If the brain is found to be 
healthy in every particular, treatment is to be the 
same as for meningitis following acute cases, which 
are treated by lumbar drainage. 

(c) In chronic cases where an extradural abscess 
is found and the symptoms do not disappear after 
emptying it, if the dura in the vicinity appears 
necrotic, or in a wider course, granulation should not 
be done; but it is warrantable to incise the dura and 
seek for subdural necrosis. 
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(d) In chronic otitis existing with clear labyrin- 
thine symptoms, the radical operation is to be made, 
and where there is a fistula, resection of the inner 
sar is to be carried out. If dural changes are then 
discovered, according to Wittmaack and Stacke, 
the dura and the posterior fossa in the direction 
of the internal auditory canal are to be opened as 
far back as the sinus and drained. Whether an 
otherwise entirely healthy dura is to be opened, or 
further operation performed, will depend upon the 
result of the operation on the temporal bone. 

(e) If in the radical operation for chronic otitis 
with meningeal symptoms there is found a distinct 
dural fistula with drainage of pus, a thorough broad 
opening in the temporal bone is to be advised and 
the diseased dura resected and drained. 

Uffenorde and Brieger agree with Preysing that 
the present stage of our knowledge warrants only 
the cleaning out of the original focus of the disease 
and then repeated lumbar puncture. None of the 
authors are enthusiastic over drainage by incision 
into the dura. 

9. The symptom-complex described by Barany 
and which he regards as characteristic of increased 
pressure in the cysterna pontus lateralis (the 
cysterna of the cerebello-pontine angle) is as follows: 
(1) dizziness; (2) tinnitus; (3) difficulty in hearing. 
suggestive of disease of the inner ear, often false 
notes on the diseased side, beginning directly back 
of the ear and radiating to the occiput and also 
forward; (4) tenderness directly behind the mastoid 
over the exit of the emissary vein; and (5) outward 
deviation of the hand on the diseased side. 

Orto M. Rorr. 


Wrigley, F. G.: A Case of Temporasphenoidal 
Abscess Following Chronic Middle Ear Sup- 
puration. Med. Chron., Manchester, 1914, Ix, 10. 

By Surg., Gynec. & Obst. 

The author reports the case of a girl of sixteen 
years with a history of copious foul discharge from 
the right ear for seven years following scarlet fever, 
and headache confined to the right temporal region. 
At radical mastoid operation a loose necrotic plate 
of bone was detached from the roof of the antrum, 
thus exposing the dura of the middle fossa; no sign 
of intracranial tension was observed. 

After operation the headache and copious dis- 
charge continued; the mental state was normal; 
there was no ptosis, nystagmus, or optic neuritis; the 
reflexes were normal; as pus was observed issuing 
through the opening in the roof of the antrum, a 
temperosphenoidal abscess was diagnosed. 

The abscess was evacuated and recovery was un- 
eventful except that at two dressings two or three 
drams of cerebrospinal fluid escaped from the drain- 
age tube, probably from the lateral ventricle. 

ELLEN J. PATTERSON, 
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Babbitt, J. A.: The Reconstruction of the Nasal 
Septum after the Submucous Operation. J. 
Am. M. Ass., 1914, xiii, 1822. 

By Surg., Gynec. & Obst. 


A submucous resection properly and completely 
done with the removal of bulging extremities of 
nasal tubercles, ridge, and vomer; removal of all 
posterior pressure, leaving a superior margin of 
cartilage and bone to support the flexible nose 
and prevent drooping, will reconstruct a new 
fibrous, perfect functional septum even in its 
vasomotor relations. 

Perforations must be avoided and undue pressure 
with pads and splints, as areas in which mucous 
tissues are lost and replaced by squamous epithelium 
will probably crust, allow occasional intermittent 
hemorrhage, and irritate the nose. 

ELLEN J. PATTERSON. 


Skillern, R. H.: Preturbinal Operation on the 
Maxillary Sinus. Laryngoscope, 1914, xxiv, 901. 
By Surg., Gynec. & Obst. 


The author claims as advantages for his method of 
operating that the sinus can be inspected directly 
and local applications made under vision to any 
diseased areas which have proved resistant to 
treatment; drainage is at the lowest point reached 
through the nose; the turbinate remains uninjured; 
the operation is painless and the period of healing 
shortened. 

After cleansing the nasal cavities, anesthesia 
is secured by the application of a 20 per cent solution 
of cocaine and by injections of novocaine and 
adrenalin. A spindle-shaped piece of mucous 
membrane is removed in front of the inferior tur- 
binate by two incisions extending through all the 
tissues to the bone, and the crista pyriformis is 
exposed. With a chisel, forceps and an electric 
trephine the antrum is then opened, flushed out, 
inspected, curetted, and packed loosely with 
iodoform gauze. The gauze is removed in forty- 
eight to seventy-two hours and replaced every 
second day for two weeks. ELLEN J. PAtTerson. 


Beck, J. C.: Chronic Focal Infection of the Nose, 
Throat, Mouth, and Ear. J. Am. M. Ass., 1914, 
Ixiii, 1636. By Surg., Gynec. & Obst. 


The author groups the most frequent sites ot 
chronic focal infection as follows: 

1. Recessions or terminal pockets: meibomian 
glands, lachrymal glands, nasal accessory sinuses 
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and mastoid cells; tonsils and adenoids; salivary 
glands and ducts; pulmonary alveoli and bronchi; 
gall-bladder and ducts; pancreas and ducts; ap- 
pendix; uterus and fallopian tubes; prostate and 
seminal vesicles; pelvis of the kidney, ureter, 
bladder, and urethra; skin glands, as sweat and 
sebaceous; and mucous glands. 

2. Tubular structures or ducts: gastro-intestinal 
tract; and tear duct. 

3. Glandular or parenchymal tissue: lymphatic 
glands; compound lymph-glands, as Peyer’s patches, 
lingual tonsil; liver, pancreas, spleen, muscles; 
ductless glands, as thyroid, adrenals, thymus, and 
hypophysis. 

4. Endovascular tissue: endocardium and _ in- 
timas of the arteries and veins; and lymph-vessels 
and lymph-spaces. 

5. Serous membranes: peritoneum; _ pleura; 
pericardium; synovia; perineurium; and dura. 

6. Pathologic tissue: cavities in teeth; alveolar 
or apical necroses, and death of pulp, with or with- 
out alveolar fistula; recession of gums, as pyorrhcea; 
abscess or necrosis elsewhere in the body; infection 
about the nails and hair follicles. 

The following formula is laid down as to the 
degree of chronic focal infection: 


Per cent 
From gastro-intestinal tract............... 10 
From gall-bladder and other recesses....... ie) 
Total degree of infection.................. 50 


Using the above formula as a basis of comparison, 
the author tells of the restoration of normal health, 
and resistance made possible by tonsillectomy; 
viz., removal of the chronic tonsillar infection by 
complete tonsillectomy will leave only about 30 
per cent of chronic focal infection. This remainder 
will be rapidly eliminated by the addition of autoge- 
nous vaccines and other medicinal, hygienic, and 
dietetic measures. In other words, by removing a 
definite focal point of chronic infection — the 
tonsils —- the resistance and healing power of the 
patient is given opportunity to recuperate, and the 
individual is thus enabled to destroy other focal 
points of chronic infection and put the system in a 
condition to ward off acute attacks. 

The reason for removing the tonsils in preference 
to any other structure is that with properly carried 
out technique there is less danger and incon- 
venience to the patient, without losing or inter- 
fering with some functioning structure. 

Orto M. Rott. 
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Shambaugh, G. E.: The Recognition of Chroni- 
cally Infected Faucial Tonsils. Jilinois M. J., 
1914, XXVi, 526. By Surg., Gynec. & Obst. 


Many patients suffer with a systemic infection 
which owes its origin to foci of infection in the faucial 
tonsils revealed by the history of attacks of ton- 
sillitis, or is recognized by a careful examination of 
the tonsils. In all cases of chronic systemic in- 
fections the faucial tonsils should always be under 
suspicion, and in the absence of other foci one 
should not hesitate to consider removal of the 
tonsils, provided the systemic infection is severe 
enough to warrant the operation. 

J. PATTERSON. 


Burckhardt, C. F.: The Function of the Faucial 
Tonsils and the Indications for Their Removal. 
Illinois M. J., 1914, Xxvi, 517. 

By Surg., Gynec. & Obst. 

A perfectly normal tonsil has a function as a pro- 
tective organ the same as any other lymph-gland; 
but when its condition becomes pathological, this 

function becomes perverted and it becomes a 

dangerous portal for the entrance of bacteria and 

their toxins. The indication is for removal of the 
tonsil, thus closing a portal for the entry of in- 
fectious material into the circulation. 

J. Patterson. 


Cott, C. C.: Inflammatory Tonsillar Disease and 
ItsCare. J.Ophth. & Olo-Laryngol., 1914, viii, 356. 
By Surg., Gynec. & Obst. 

The author’s conclusions are: 

1. Although acute diseases of the tonsil may be 
cured of the attacks, a recurrence is almost certain 
because of the structure of the tonsil. 

2. To protect the body from general diseases 
caused by germs which enter through the diseased 
tonsils and to prevent absolutely recurrent attacks 
of tonsillitis, enucleation is necessary. 

3. The tonsil is a simple lymph-node and, there- 
fore, when removed is not missed in the body 
functions; instead, a port of entry of bacteria is 
closed. 

4. Its complete removal is accomplished by 
several methods, of which the author prefers 
Beck’s when it can be used, and the Sluder or dis- 
section methods in all other cases. Orro M. Rort. 


Archibald, A.: Tonsillectomy in the Treatment of 
Chorea. St. Paul M.J., 1914, xvi, 610. 
By Surg., Gynec. & Obst. 


The practice of performing tonsillectomy in the 
treatment of chorea is based (1) upon the close 
relationship existing between chorea and rheuma- 
tism, and (2) upon experimental data showing that 
injection into a dog of streptococci removed from 
the tonsils of a patient having chorea produced 
choreic symptoms in the dog within twelve hours. 

Concerning the clinical relationship between the 
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two diseases— chorea and rheumatism — the 
author records the following points of evidence as 
observed in the cases examined at the Mayo Clinic: 

1. The frequency of a previous history of ton- 
sillar disease in rheumatism and in chorea. 

2. The frequent occurrence of the two diseases 
together or at different times in the same individual. 

3. The liability of the two diseases being com- 
plicated by cardiac affections. 

Archibald gives a report of seven cases of chorea 
treated by removing the tonsils, and summarizes 
as follows: 

1. It is important to make a careful examination 
of the upper air passages in nervous children. 

2. The close relationship between chorea and 
the rheumatic infections is confirmed by clinical 
observations and by bacteriological investigations. 

3. Diseased tonsils are frequently associated with 
chorea and should be dealt with in its treatment. 

4. Rapid cessation of choreic symptoms has 
occurred in the author’s experience after tonsil- 
lectomy performed during the acute stage. 

Otro M. Rorr. 


Jackson, C.: The Direct Method of Intralaryngeal 
Operation. J. Am. M. Ass., 1914, Ixiii, 1918. 
By Surg., Gynec. & Obst. 

The direct method is the only one by which the 
larynx of children can be operated on, and while 
there are difficulties to be surmounted which re- 
quire prolonged and constant practice, all move- 
ments are under control of the eye, and the operator 
does not have to develop the ability to move his 
forceps backward when the image appears to re- 
quire the forward direction and to substitute for 
diagonal movement a reversed anteroposterior with 
a true lateral movement, as in the indirect method. 
No one method is applicable to all cases and the 
operator must decide which is best suited to the 
case in hand. 

The author operates under strictly aseptic con- 
ditions, using local anesthetic for adults and none 
for children, and with children in the recumbent 
position; while adults, under local anesthetic, are 
in the upright position. ELLEN J. PATTERSON. 


Johnston, R. H.: Straight Direct Laryngoscopy, 
Bronchoscopy, and (Csophagoscopy. 1m. J. 
Surg., 1914, xxviii, 387. By Surg., Gynec. & Obst. 

An aspirated foreign body usually gives rise im- 
mediately to a paroxysm of coughing after which 
symptoms may subside or there may be dyspnoea, 
cyanosis, expectoration of blood-stained mucus, 
and, in cases of long duration, symptoms resulting 
in a diagnosis of tuberculosis. 

Diagnosis is made by the history and physical 
diagnosis with the assistance of the X-ray or 
fluoroscope; the prognosis is good if the patient is 
in the hands of a skilled bronchoscopist. 

The indications for tracheobronchoscopy are for 
the removal of foreign bodies, for diagnosis, for 
treatment of diseased conditions, or for the re- 
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moval of growths. It should never be undertaken 
without first having subjected the patient to a 
thorough physical examination. 

ELLEN J. PATTERSON. 


Levy, R.: Suspension Laryngoscopy in Children. 
Laryngoscope, 1914, Xxiv, 930. 
By Surg., Gynec. & Obst. 

The advantages of suspension laryngoscopy 
are that an unlimited view is obtained of all parts 
of the hypopharynx, larynx, and the upper parts of 
the trachea and oesophagus; both the operator’s 
hands are free to manipulate instruments; there is 
no danger of asphyxia during operation and no 
serious local after-effects. 

The author reports several cases operated upon 
by him under chloroform anesthesia by suspension 
laryngoscopy, the ages varying from eight months 
to twenty-six years. ELLEN J. Patrerson. 


MOUTH 


Bass, C. C., and Johns, F.M.: The Specific Cause 
and the Prompt Specific Cure of Pyorrhoa 
Alveolaris, or Rigg’s Disease. Vew M. 
& S.J., 1914, Ixvii, 456. By Surg., Gynec.& Obst. 

After finding, in August, 1914, amebe in a stained 
specimen of pus from a case of pyorrhoea alveolaris, 
the authors secured six other cases, the examination 
of which showed apparently the same species of 
ameba. ‘Their close resemblance to the entameba 
of amebic dysentery and the marked specific 
influence of treatment with ipecac and emetine in 
that disease led them to think that the same effect 
might be exerted upon this form of amebic disease 
also. 

A review of the literature of oral protozoans 
shows that pyorrhoea was observed more than three 
hundred years ago; also that Grassi, in 1849, ob- 
served probably the same ameba; also that ipecac 
which had been used in the treatment of dysentery 
more than sixty years ago had been used locally in 
Rigg’s disease with favorable results by Barrett in 
collaboration with A. J. Smith in June, tory. So 
far as they are aware, the authors are the first to 
use emetine hypodermatically for pyorrhoea. 
Grassi, in 1849, described the ameba gingivitis. 
Sternburg, in 1862, described entameba buccalis, 
which name was retained by Prowazck in 1904. 

Ameba Kartulis was described by Kartulis as 
pathogenic and was found in suppurating tumors of 
the mouth in Egypt. Smith and Barrett believe 
that entameba buccalis is pathogenic and present 
in all cases of Rigg’s disease. They report favorable 
results from local application of emetine hydro- 
chloride. 

Chiavaro, in a paper before the American Dental 
Society, reported having found entameba buccalis 
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in every one of 22 cases of pyorrhoea, out of a total 
of 68 cases examined. He concludes that the ent- 
ameba has no pathogenic action; on the contrary, 
he states that as it feeds on the bacteria it is most 
probably an adjuvant in the autodisinfection of the 
mouth. In 87 cases examined by the authors, 
amebe were found in 85 of them. 

The amebe are most numerous in the bottom of 
the lesion. <A little of the material is removed 
with an instrument or toothpick and diluted with 
a little salt solution and examined with a dry high- 
power lens, when the organisms with their char- 
acteristic movements may be seen. They vary in 
size from that of a leucocyte to about three or four 
times that size. No contractile vacuoles were 
recognized, but nutrition particles, more refractile, 
and more prominent in appearance were observed. 
They are stained well with carbol-fuchsin one-fourth 
minute, after which they are washed, immersed 
in Léffler’s blue one-half minute, washed and 
dried. 

Vedder found solutions of 1 to 200,000 fluid 
extract of ipecac destructive to cultures of amebix. 
Rogers found that emetine in solutions of 1 to 100,- 
ooo would kill entamebe in stools, and he began 
using it hypodermatically in amebic dysentery. 

The results of the authors’ experiments were 
very gratifying. 

The 68 cases were under treatment from two days 
to two weeks. The doses of emetine were one-half 
to one grain, and only one dose a day was given. 
Several cases received a dose daily for several days. 
Others were given one or more doses until the 
amebe disappeared, after which an interval was 
allowed, to determine how long it would be before 
they returned or what other results could be ob- 
served. In several instances no amebe could be 
found the next day after the first dose. In a few 
they were found after the emetine had been given 
on two successive days, but in no case were they 
found after it had been given on three successive 
days. 

The experiments have not advanced sufiiciently 
to enable the authors to lay down dogmatic rules 
as to treatment, but favorable results may be ex- 
pected to follow the administration of one-half 
grain emetine hydrochloride hypodermatically daily 
for three or four days. In all except the early mild 
cases it may be necessary to repeat the treatment 
for one or more days after an interval of three to 
ten days. In the worst cases it no doubt will be 
found necessary to repeat the treatment several 
times. Local treatment by scaling should be 


carried out in conjunction with the hypodermatic 
as well as local applications of 0.5 per cent emetine 
into the pockets, which no doubt will favor the 
success of the hypodermatic treatment. 

H. A. Ports. 
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